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OLD AGE: A PUBLIC HEALTH PROBLEM 


Wingate M. Johnson, M.D.” 


THE TREMENDOUS increase in the proportion of older people in our popu- 
lation has brought about a corresponding emphasis upon their medical care. 
A changed concept of medical practice has resulted. Forty years ago, the 
treatment of acute infectious diseases occupied most of the doctor’s time and 
energy. In the best hospitals whole wards were devoted to typhoid fever. 
Among children the dreaded ‘‘second summer,” with its diarrheas and 
dysenteries, took a fearful toll. Diphtheria, whooping cough, and pneumonia 
made the winter season almost equally dreaded. Tuberculosis then led all 
the causes of death by a wide margin. 

The treatment of infectious diseases was so absorbing that little time 
was left for even attempting to prevent their occurrence. Still less time was 
availabie to spend in examining individuals who were well enough to walk 
to one’s office, and in advising them about their diet or their general hygiene. 

The health officers—at first few and far between, then in larger and 
larger numbers—have taken the lead in health education and in the control 
of communicable diseases by such preventive measures as quarantine, im- 
munization, sewage disposal, purification of water supplies, and milk and 
meat inspection. Countless thousands of lives have been saved thereby. To 
the credit of the private practitioners, they have for the most part cooperated 
with the health officers, even at the risk of losing much of their practice. 

Now that so many more people than ever before are living out their 
siblically allotted span, new problems are presented to the medical profession 
as a whole. Thus far, most of the literature on the subject of geriatrics has 
come from men in private practice; yet old age is indeed a public health 
problem, and is being recognized as such. Soon after I had chosen my sub- 
ject for this paper, a letter from a friend who has been in public health work 
for many years stated that he was preparing a paper on “Health Problems of 
an Aging Population.” He said: “I have felt for some time that public 
health departments should shift a considerable amount of emphasis from 
general communicable disease control, since most of our common commu- 
nicable diseases are now fairly well under control, and that greater emphasis 
should be placed on problems of an aging population, among which most 
of our morbidity and mortality are sstiiaiasaal Then he continued—and 
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please remember that this is a direct quotation from a health officer, and 
not my own words—“T feel that most of our public health departments have 
gotten pretty much into a rut and are still doing most of the things which 
were so necessary twenty or twenty-five years ago, but which have been 
reduced in importance more recently.” 


GERIATRIC PROBLEMS WHICH ARE ALSO PUBLIC HEALTH PROBLEMS 


Let us consider some of the public health problems offered by older 
people. 

Infectious diseases. 

Some years ago two children in a prominent Winston-Salem family 
contracted active pulmonary tuberculosis from an old colored servant who 
worked around the house and kept the yard. He had had a cough for years, 
which had been diagnosed as “‘phthisic’’ (a common name for asthma or 
chronic bronchitis). After the disease was recognized in the children, the 
old servant’s sputum was found to be teeming with tubercle bacilli. For- 
tunately, both children recovered, thanks chiefly to the devoted care of 
their mother ; but not all youngsters who contract the disease are so fortunate. 
From a public health standpoint, it is perhaps unfortunate that chronic 
pulmonary tuberculosis in the aged may make little difference in the natural 
life expectancy, although its victims may spray the vicinity with bacilli- 
laden sputum. Certainly, in a search for carriers of tuberculosis, members 
of the older generation should never be overlooked. It is hardly necessary 
to add that, regardless of his feelings, the old person with an open case of 
tuberculosis must be removed from the rest of the family. 

Typhoid fever is no longer the menace it was; yet in February and 
March, 1942, sixty high school students in Honolulu contracted typhoid 
fever from a carrier who was a food handler in a high school cafeteria. The 
father of the food handler was also a typhoid carrier. These two are remi- 
niscent of the famous “Typhoid Mary” Mallon. 

It should not be forgotten that the immunity from a childhood attack 
of whooping cough may disappear later in life. More than one grandmother 
has contracted whooping cough from a grandchild. The so-called “sym- 
pathetic” or ‘“‘nurse’s cough” may be a second attack of pertussis, which can 
be transmitted to others. From the public health point of view, the older 
members of a family should be protected from the younger ones with per- 
tussis, and vice versa. One of the finest family doctors who ever practiced 
in Winston-Salem had a typical case of pertussis when he was about sixty 
years old, and his whoops could be heard from afar. He continued his prac- 
tice, however, and would not admit until the attack was over that he “might 
have had a touch of whooping cough.” Heaven only knows how many 
children he infected with the disease. 

Abraham Lincoln, when 51, wrote a friend that one of his children 
had scarlet fever, and that “I have a headache and a sore throat upon me 
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now. inducing me to suspect that I have an inferior type of the same thing.” 
One may wonder how often the sore throat of an older person who has no 
rash may convey the streptococcus of scarlet fever to others. 

There are many other infectious diseases which can be carried by older 
people who are often more difficult to handle than children. They are apt to 
be more careless and indifferent, and are likely to have less respect for the 
germ theory. 

The degenerative diseases. 

The fact that so many of the infections have been controlled, or virtu- 
ally abolished, puts the degenerative diseases far ahead in morbidity and 
mortality statistics. It has long seemed to me that one of the chief functions 
of a health officer is educational. He, far more than the private practitioner, 
is looked upon by the public as the spokesman for the medical profession. He 
need have no inhibitions in giving health information over the radio and 
in the newspaper, whereas the private practitioner, like Caesar’s wife, must 
be above suspicion—in this case, the suspicion of unethical self-advertising. 
In this matter of educating—or perhaps better, informing—the public, the 
prevention of infectious diseases has been stressed. It seems to me that now, 
when the degenerative diseases are coming to be of far greater importance, 
the health officer might well give more emphasis to preventive geriatrics, 
or what Dr. M. W. Thewlis calls “preclinical medicine.” Information about 
the measures that may be taken to postpone the wearing-out process could 
be disseminated not only through the mediums of the press and radio, but 
in mental hygiene clinics for older people, such as the Old Age Counseling 
Center in San Francisco. These will be referred to later on. 

Heart disease is now universally recognized as the “Captain of the 
Men of Death.” It is true that as yet we have no means of protecting the 
population by quarantine or immunization from diseases of the heart and 
blood vessels. Even though our knowledge is pitifully inadequate, however, 
we are at least able to tell the people something of the importance of pro- 
tecting children from throat infections which may usher in an attack of 
rheumatic fever. We also know enough of the etiology of hypertensive cardio- 
vascular disease to warn the mature business and professional man against 
overweight and against too long and too intense application to work, at 
the expense of rest and recreation. 

Another degenerative disease concerning which the public needs a 
great deal of information is arthritis. Health officers can render a great 
service by disseminating the true facts about this disease and refuting many 
false beliefs. While a certain measure of hypertrophic arthritis is to be ex- 
pected by everyone who lives long enough, it seldom cripples its victim as 
does the rheumatoid variety, which shows a marked preference for younger 
individuals. The belief is widespread, however, that old age is peculiarly a 
target for “rheumatism,” and that eventual confinement to a wheel chair 
or bed is inevitable in all types of this disease. Another widespread piece 
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of misinformation fostered by advertising in the newspapers, the religious 
papers, and over the radio is that the same remedies which are used for 
rheumatoid arthritis may also be used to advantage in the senile form. 

The public—and, it must be admitted, many private physicians—should 
be informed of the difference in the two types of arthritis, and given to 
understand that there is no cause for undue anxiety if an old man’s spine 
feels rusty after he sits or lies for any length of time. 

‘While it must be admitted that there is an enormous amount yet to be 
learned about arthritis, we are reasonably certain that fatigue, chilling, and 
faulty posture play as great a part in its causation as do the more widely 
publicized focal infections. Another important factor in the etiology of hy- 
pertrophic arthritis is obesity. These few facts which we do know concerning 
the prevention of arthritis should be widely disseminated. 

Another service that health officers could render is to give the laity 
correct information about the endocrines. The estrogens have established 
their place securely in helping women over the climacteric period when the 
going is unusually rough. The male hormones have a much more limited 
field of usefulness, although there are conditions in which they seem helpful. 
Something might be done to counteract the overenthusiastic endorsement of 
a pseudo-scientist who portrays the wonderful effects they have produced 
in himself and in a race horse. It would be better to advise the aging man 
to accept the philosophical viewpoint of Plato’s Sophocles, who felt that 
in his old age he “had escaped from a mad and furious master.” 

Cancer. 

Malignant neoplasms are inevitably attracting more and more attention, 
because of their greater incidence. In the field of cancer control the health 
officer has an excellent opportunity to employ his educational talents. The 
point has been made by a general practitioner that cancer propaganda should 
place more emphasis on the curability of cancer and less on the mortality 
statistics. It has been my experience as a family doctor that for every patient 
with cancer who came to me as a result of the propaganda used thus far, 
I have seen at least fifty nervous individuals who were frightened unneces- 
sarily. A deep-rooted cancerphobia may be more difficult to eradicate than 
an actual cancer. 

If the public could be educated to the idea of having complete physical 
examinations at regular intervals, the mortality from cancer, as well as 
from many of the degenerative diseases, could be substantially reduced. An 
even more direct attack on the cancer problem is the establishment of tumor 
clinics, where modern diagnostic methods make possible the discovery of 
cancer in its earliest and most easily curable stage. 

The mental changes of age. 

One of the most important geriatric conditions—the mental changes 
of age—lies at least partially in the domain of preventive medicine. While 
the dementias and emotional problems of senility may be caused by largely 
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unavoidable organic disease, such as cerebral arteriosclerosis, they are often 
the result of infections, notably syphilis, and of vitamin deficiencies, such 
as pellagra. 

Syphilis is on the way out. While much credit for this fact is due to 
improved methods of treatment and to the marriage laws passed by most 
states, the most important single factor is probably the intensive campaign 
waged by health departments everywhere, from the national agency down 
to the humblest county official. The results obtained by the health depart- 
ments are due largely to the pitiless publicity which made the so-called 
social diseases a household word. 

Older people are unusually susceptible to the deficiency diseases. The 
loss of teeth, unless they are replaced by well fitting dentures, makes it diffi- 
cult to chew green vegetables, fruits, and meats. The tendency to substitute 
easily masticated carbohydrates is accentuated by the natural childishness 
of the old, and also perhaps by the necessity for economy. Poorly balanced 
diets are by no means confined to the “‘ill-fed, ill-clothed, ill-housed third’’ 
of our population, however, One of the most brilliant internists that our 
section of the United States ever produced was known often to eat as 
many as five slices of pie at a meal, disregarding the substantial main dishes. 
He was crippled with arthritis for years before he died, and—although he 
was a pioneer in the study of pellagra, and one of the first to recognize the 
importance of diet in its etiology and treatment—he developed a full-blown 
case of pellagra shortly before his death. 

Health officers have a splendid opportunity to emphasize correct eat- 
ing habits, and the importance of a balanced diet. The eradication of de- 
ficiency diseases would do much to lower the incidence of many physical 
as well as mental ills, and to lengthen the productive period of life. 

The institutional care of those afflicted with the mental deterioration of 
senility is an economic, sociologic, and public health problem which presents 
numerous difficulties from various angles. The institutions for the care of 
our mentally afflicted citizens are too often political footballs, and the allow- 
ances dealt out by legislatures are seldom adequate for the proper care of 
the inmates. The medical men who staff such institutions are almost always 
overworked, and are naturally anxious to use their limited facilities for the 
patients who can be most benefited. For this reason, they may object to the 
admission of those who are disabled only by the ravages of time and for 
whom there is no hope of improvement. When such people are cared for 
at home, they require the full-time attention of one or more members of 
the family, and these amateur attendants must be taken out of circulation 
so far as earning power is concerned. The custodial care of an old man or 
woman may mean the difference between a family’s being independent and 
being on relief. Furthermore, the presence of an aged and querulous parent 
in the home may bring about friction between the natural child and the 
son-in-law or daughter-in-law. When grandchildren are present, the domestic 
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atmosphere may become even more surcharged with tension. More than 
one divorce has resulted because a child thought that his (or her) first 
duty was to his parent rather than to his mate. 

While the family doctor is usually the one to whom people turn when 
they are faced with the problem of securing custodial care for an aged depen- 
dent, the public health nurse or social worker is often in a strategic position 
to offer help when such a situation arises. 


RETIREMENT 


A question that has become of utmost importance within recent years 
is that of retirement: the age at which a man should step aside and let a 
younger one take his place. The Army and Navy, as well as most industries 
and educational institutions, have adopted a fixed age for retirement. Some 
sort of pension is usually provided to soften the economic blow of retirement, 
but little is done to mitigate the psychologic trauma. 

There are excellent arguments both for and against the fixed retire- 
ment age. In favor of it is the fact that few individuals are capable of evaluat- 
ing their own mental status, especially whether they have the flexibility and 
resilience needed in a teacher or research worker. It saves the administrative 
head the embarrassment of having to ask for the resignation of a man who 
has obviously outlived his usefulness. It saves the individual himself the 
humiliation of overhearing himself referred to as an “old fogy,” or of be- 
coming the butt of practical jokes because of his increasing absent-minded- 
ness. In industry, the older worker’s reaction time is apt to be slower, and 
his output less than that of a younger man. A heart attack or cerebral hemor- 
rhage occurring in a locomotive engineer, or in the driver of a loaded bus 
or truck, might result in the loss of life and valuable property. 

On the other hand, the process of physical and mental deterioration is 
hastened in many old people as a result of the psychologic shock that comes 
with the realization that their usefulness is over. In addition to the difficult 
problem of keeping them occupied, their families may then be burdened with 
the actual expense of their upkeep. Though the social security act was in- 
tended to make provision for those who have passed the retirement age, it 
rarely provides a sufficient amount—certainly not in these days of inflated 
prices—for a decent living. Unless workers are allowed to continue to pro- 
duce as long as they are able, the burden of caring for the unemployed will 
become intolerably heavy. Eventually every worker may find himself saddled 
with a veritable Old Man of the Sea; and even greatly increased earnings 
will not suffice to carry the load. 

During the recent World War the lesson should have been learned by 
industry that many older workers are capable of doing their jobs effectively 
when far past the usually accepted retirement age. They are usually more 
dependable than the younger workers, and are not so apt to lose time from 
work because of hangovers from week-end parties. While the accidents that 
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may occur as the result of cerebral hemorrhages or heart attacks are always 
given wide publicity, they are in reality very few and far between. The 
accident rate among older workers is, I believe, lower than among younger 
employees. 

In the professions, there is no question but that the increased judg- 
ment that comes with experience and maturity is an asset—certainly until 
definite organic changes in the brain interfere with the proper functioning 
of the mind. 

It should be comparatively easy for the psychologists to devise a method 
of testing the mental agility of older people. Such a test should determine 
whether an individual’s mental muscles are flexible enough for him to carry 
on after he has reached the chronological deadline. It is possible, also, that 
such a test might eliminate some employees long before the fixed age of 
retirement. 

Think what the world would have missed had a retirement age even 
of 70 been universally enforced. Gladstone was Prime Minister of England 
at 83; Benjamin Franklin helped frame the Constitution of the United States 
at 80; Oliver Wendell Holmes retired from the Supreme Court bench at 
91; Henry Ford, when past 80, took up the presidency of the Ford Motor 
Company for a second time after his son’s death; and Alonzo Stagg was 
named the “Football Man of the Year” at 81. Dr. Lillien J. Martin learned 
to drive an automobile when she was 76 years old, and at the same age 
founded the Old Age Center in San Francisco, “where she received aged 
people not as patients but as students.’ She continued to direct it until her 
death at 91. To multiply these examples would be tedious, but I would 
like to add one more that will be familiar to every health officer. After the 
late Dr. Milton J. Rosenau had to retire from the Harvard Medical School 
at 67, he came to the University of North Carolina, and there in the remain- 
ing ten years of his life built one of the greatest schools of public health 
in America. Truly, Harvard’s loss was North Carolina’s gain. 

Public health officers could render a great service to society by leading 
a campaign for extending the useful life of the worker, whether in business, 
industry, or the professions. Another approach to a solution of the psy- 
chologic problem of retirement, at least, would be to teach the aging indi- 
vidual to prepare for retirement by cultivating enough outside interests to 
keep his mind occupied when he is no longer employed. Still another pos- 
sible approach would be the establishment of counseling centers for older 
people similar to the ones founded by Dr. Lillien J. Martin in San Francisco 
in 1929, and by Dr. George Lawton in New York. An important function of 
such centers would be to provide interests and possibly employment for 
persons who have been retired from their jobs. 


CONCLUSION 


In conclusion, I would like to emphasize that private practitioners are 
coming more and more to share a common objective with public health 
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officers. This might be termed the long-range view of medicine—that of 
preventing sickness and prolonging life—as distinguished from the short- 
range view of curing, or trying to cure, acute diseases. It is worth repeating, 
for the sake of emphasis, that in this program the public health officer has 
the privilege and the responsibility of acting as the spokesman for the 
medical profession. 


SUMMARY 


1. The great increase in the proportion of older people in our popu- 
lation, and the reduction .of contagious diseases, have brought about a 
changed concept of medical practice. 

2. Among the public health problems of old age are the infectious 
diseases, degenerative diseases, cancer, and mental change. 

3. The retirement age should not be based on a rigid chronologic yard- 
stick, but upon psychologic tests. 

4. The public health officer is the spokesman for the medical profession, 
and can accomplish much in the field of preventive geriatrics by disseminat- 
ing health information to the public. 
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As a result of present trend, it is evident that the problems of old age, 
or geriatrics, will become a serious one, not only to medicine, but also to 
public officials entrusted with the care of old age and its problems. We are 
rapidly growing out of an era in which nothing was done for the aged. We 
have, however, not as yet reached a well planned effective means of coping 
with this increasing problem. As a result of this failure to meet the situation 
intellectually, there is a lack of good resources in the community. 

Benjamin Pollack, M.D., Clinical Medicine, June, 1947. 


FUNCTIONAL PSYCHOSES 
IN THE AGING SIMULATING 
ORGANIC SYNDROMES 


Edward B. Allen, m.p. 


THIs Is A clinical presentation for the purpose of showing the need of a 
prolonged and thorough study of functional psychoses in the aging in order 
to distinguish them from the organic-reaction types. It illustrates some of 
the errors of diagnosis arising from early impressions and points out the 
danger of assuming, because these psychoses occur in the aging or disclose 
questionable and suggestive neurological findings, that an organic reaction 
exists. 

Case material is presented from the hospital records of two men 
patients who were carefully studied at The New York Hospital-Westchester 
Division and who were subsequently followed to determine their recovery. 
The psychoses are termed “functional’’ as they show an alteration in the 
function of the central nervous system without any associated demonstrable 
evidence of a chemical or structural pathology in this system. Statistically, 
they are diagnosed as manic-depressive psychoses with depressive moods. 

The first case is presented to illustrate the difficulty which arises, 
when a patient enters a hospital in a stupor, in determining whether the 
stupor is benign or malignant, functional or organic. 

Case 1: A junior executive, aged 36, of Irish extraction, was referred 
to the hospital as his conduct was too disordered and prolonged for further 
treatment in a general hospital. His mother had a “nervous breakdown 
during the menopause” and a maternal uncle was psychopathic. 

While the patient was gregarious, fond of sports, dancing and girls, 
he was never demonstrative. He was a conscientious and “a good Catholic.” 
Although an average student, he was persevering. After attending a public 
high school for two years, he left by choice to make money. He continued 
his education at night and obtained a B.A. degree in business administra- 
tion. At 16 he secured employment with a telephone company, where he 
advanced to the rank of a junior executive. 

His adolescence produced no apparent emotional conflict. He married 
at 32 and had three healthy daughters. Domestic harmony prevailed and 
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his salary afforded a comfortable living. While not an habitual drinker, for 
some months before his mental illness, beer and whiskey, in the same 
amounts as taken previously, affected him more quickly and severely. 

In childhood he had diphtheria, pertussis, measles and mumps with- 
out sequelae. His tonsils and adenoids were removed when he was 17. He 
was accidentally hit on the back of the head when 30, sustaining a lacera- 
tion of the scalp, but he was not unconscious and attended a social affair 
the same evening. About ten months before his hospital admission he had 
a streptococcic infection of the throat. He recovered in six weeks under sulfa- 
nilamide therapy and remained well until the onset of the illness which 
brought him to the hospital. 

A months before his admission he complained of pain in the left 
arm and leg. He soon showed evidence of mental retardation and pre- 
occupation. Two weeks later, when he came home from work, he complained 
of nervousness and feared he was going to lose his mind. A psychiatrist 
found him markedly depressed, retarded and frequently crying. 

In about a week he was admitted to a general hospital, where he 
stared from his bed into space. Although his eyes were open, he appeared 
stuporous. He responded when told to swallow, but not when he was 
called by name. At times he refused to eat and on one occasion slapped 
the attendant who was spoon-feeding him. He resisted efforts to bathe or 
assist him, often had to be carried to his bed and was sometimes restrained. 

After six days he was admitted to the New York Hospital-Westchester 
Division, showing evidence of dehydration. His face was flushed, mask-like 
and greasy. The general physical examination was negative, revealing a 
blood pressure of 118/78. The optic discs showed no pathology. A neuro- 
logical examination was negative aside from the following suggestive but 
inconclusive findings. There was an incomplete convergence of the right eye. 
The left naso-labial fold appeared relatively flattened. The mouth hung con- 
stantly open. The left ankle jerk was more brisk than the right. The right 
lower abdominal reflex was less active than the others. The left plantar 
reflex was equivocal with fanning of the smaller toes. In all test responses, 
there was a tendency toward perseveration of movement. The extended 
upper extremities revealed a coarse rhythmic tremor. 

Mentally, he was retarded in speech and action. He looked perplexed. 
He was subject to abrupt, but momentary crying spells. Often he was semi- 
stuporous and his remarks were almost inaudible. He mentioned he felt 
depressed, saying he was sick and wanted to get well. He claimed that at 
times he felt sad enough to want to die and added, ‘my mind doesn’t act 
the way it used to .. . I think I have a nervous breakdown.” He fatigued 
easily, both mentally and physically. 

Tests of his sensorium revealed that he was generally oriented for 
place, but as to time and persons, he was unable to give satisfactory answers. 
This was excusable, as he did not have access to a calendar and had not 
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been formally introduced to the numerous people who attended him in the 
hospital. He tried to follow directions, although there was an obvious inde- 
cision before he initiated any response and a marked retardation once it 
was under way. He realized he was ill, but lacked insight into its nature. 
His judgment was obviously impaired. There was no evidence of reactions 
to hallucinations. 

During the first three days in the hospital, until an adequate fluid 
balance was restored, his rectal temperature was 100°-100.2° C. There was 
no evidence of diplopia. Subsequently, his temperature, pulse and respiration 
were always within the normal range. His blood chemistry, cytology and 
serology tests were also normal. Urinalysis revealed negative findings, aside 
from a slight amount of albumin on admission. 

A lumbar puncture a week after admission disclosed normal dynamics, 
pressures, chemistry and serology, with no cells. A second puncture three 
weeks later revealed the same findings except for five lymphocytes per 
cubic millimeter. 

The consulting neurologist made the following report six days after 
the patient’s admission. “This examination reveals no evidence of an 
expanding lesion in the brain. The history and development of the illness, 
together with the thalamic facial on the left side, is quite suggestive of 
involvement of the right optic thalmus. There is, however, evidence of a 
widely distributed disturbance in the brain. Appearance of the patient sug- 
gests a type of encephalitis. There is no indication for surgical interference 
at the present time nor for air studies immediately.” 

For two months the patient showed no improvement. His behavior 
would change abruptly and unpredictably from a semistupor to an impulsive 
and inconsistently directed overactivity. He would be alternately delusional 
and rational, tearful and mute, self-condemnatory and facetiously aggressive, 
cooperative and craftily assaultive in attempts to take the keys from the 
nurses. At times his sensorium or his ability to get proper impressions of 
his environment would seem adequate; at other times he would appear per- 
plexed and bewildered. He would put his street clothes over his pajamas 
and his dressing gown. On several occasions he defecated in his clothing, 
showing no concern nor embarrassment. 

His trends of thought were not well sustained. He moved furniture 
about, crying bitterly and saying “I am trying to right some wrong I have 
done. I used to laugh at and make fun of some people. Now I am sorry. I 
see so many people here with glasses on and I think I am to blame for it.” 
A month later he talked of wanting to get the keys “to save the Kingdom.” 
He announced to his wife that he was “embarrassed” by his illness. 

At the end of two months’ hospital residence, his case was carefully 
reviewed by the hospital staff. It was the consensus of opinion that the 
patient was suffering from a psychosis with epidemic encephalitis, although a 
brain tumor was also considered. The physician who had worked up the 
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case preferred to look upon the patient’s reactions as functional in character 
and in the nature of an atypical example of catatonic dementia praecox or 
a benign stupor occurring in a manic-depressive psychosis. One staff mem- 
ber favored the benign stupor reaction. It was decided to delay electric 
shock therapy until any question of brain pathology could be ruled out. 

Directly after this, the patient was removed to a special neurological 
hospital where an electroencephalogram and a pneumoencephalogram were 
reported to show normal findings. He was returned to the Westchester 
Division of The New York Hospital and seemed somewhat improved. Then 
he slumped, became destructive and mumbled to himself. An antispasmotic 
compound of belladonna alkaloids was given the patient for ten days with 
no obvious alteration of symptoms. But a month later his insight and social 
behavior became more consistent. His facial expression was less “mask-like.”’ 
He recovered from his mental illness during the next two months of his 
hospital residence without electric shock therapy and left six and a half 
months after his first admission to The New York Hospital-Westchester 
Division. 

The consulting neurologist saw him a few weeks later and reported 
he looked well, had gained eleven pounds in weight and slept soundly at 
night. He still had a slightly immobile face, also some tremor of the tongue, 
lips and hands. His gait was normal except he tended to bend forward 
somewhat, but he swung his arms normally and had no cogwheel rigidity. 
He still had a red, somewhat oily face. His optic convergence was almost 
normal. There was a left lower facial weakness on smiling, but otherwise 
the neurological status was normal. The neurologist had the impression that 
this patient probably suffered from encephalitis which may have been the 
cause of his mental disturbance. 

Six months later the patient was reported to have worked steadily all 
the time, to have been well and able to carry the full brunt of his occupation. 
During this time the residuals noted by the neurologist gradually became 
less apparent. 

A review of the patient’s hospital record and the subsequent course of 
events led the hospital staff to believe he had a functional rather than an 
organic mental illness and to consider the diagnosis of manic-depressive psy- 
chosis, depressive type. 

A patient who has a prolonged psychosis with epidemic encephalitis 
does not fully recover or improve to the level of efficiency he maintained 
before his illness. 

The second case is presented to illustrate how a patient suffering from 
a functional mental illness may have a disturbed episode during his hospital 
residence that may simulate an organic syndrome. 

Case 2: A house-painter, aged 55, of English stock, was referred to the 
hospital because he felt depressed and was anxious about his heart. His 
family history revealed no significant hereditary factors. 
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He talked kindly of his parents and spoke with pride of having a “good 
home’”’ in childhood. But after a year of high school, at 15, he became restless 
to depart. After correspondence courses in illustrating and cartooning, he 
became an apprentice in the painting of stage scenery. This was subsequently 
interrupted by two years of military service in the United States Navy. 
Shortly after, when 29, he became depressed and contemplated suicide. While 
he carried a pistol, he had sense enough not to use it and returned to his 
family’s home to effect his recovery. At this comparatively early age, he was 
conditioned to hypochondriacal introspection. His appendix was removed 
and his gall bladder drained. He was told he had pulmonary tuberculosis, but 
a chest X-ray proved negative. 

He married at 30 and had one son. In order to have shorter working 
hours, he changed his employment from scenic to house-painting. While he 
sought expression in art, he always felt frustrated in not being able to express 
himself more creatively in oil painting. He thought of himself as mundane 
and ordinary, but he remained friendly, sociable and a good mixer. He was 
a kind, genial husband and father. After five years of married life his wife 
underwent a pan-hysterectomy which left her, at 29, sexually unresponsive 
and the patient, now 35, physically unsatisfied. He accepted his loss grace- 
fully, but his frustrations mounted. His social consciousness precluded his 
obtaining gratification extra-maritally. His work and life became routine 
and his compensations few. 

Six months before the onset of the mental illness which brought him to 
the hospital, he went to work in Florida in spite of his wife’s objections. At 
first he was happy. But after five months, as a result of his wife’s constant 
nagging, the patient returned north where his living accommodations were 
cramped and uninviting. His sensitive nature was immediately threatened. 
He was reaching the age when his sexual potency was weakening. The futility 
of his existence began to weigh heavily upon him. 

He became concerned about his heart. Offering vague cardiac com- 
plaints to a local physician, he was given some nitroglycerine tablets. A little 
later, while working on his automobile, he felt a sudden pressure and pain 
in his chest. He had difficulty in breathing, choking sensations, and numbness 
in his left arm down to his fingers on the medial side. He went immediately 
to a nearby general hospital where two electrocardiograms were taken and 
reported negative. Suspicions of some gall bladder pathology or a possible 
diaphragmatic hernia were allayed with X-ray studies. For the next four 
months the patient remained at home. He averaged two or three anxiety 
attacks a day. His physician suggested he might be having a “change of 
life’ and administered a course of hormone injections without any effect. 
The patient described his pain “like an octopus grabbing high up in the chest” 
and spreading from there. It was so gripping that he would wriggle around 
in an attempt to relieve the sense of pressure and to permit himself to breathe 
more easily. In spite of this, he did not seem particularly worried at the 
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time. He was also affected by a powerful subjective influence. A friend with 
whom he was staying suffered a true coronary attack. The patient stated 
later, “I began to go down after this episode and was quite sure I had heart 
trouble.” 

Shortly before admission to The New York Hospital, Westchester 
Division, the patient lost complete confidence in himself and was unable to 
work for the first time. He disliked seeing people and stated he wanted to 
‘go somewhere, and crawl in by himself.’”” He used the expression of being 
“closed in.’ He felt he was all alone, as if there were a veil or a bag over 
him, and was conscious of being slower than usual. A neuropsychiatrist 
advised hospitalization. 

On arrival at the hospital he appeared well-built but somewhat under- 
weight. He was of athletic habitus, with a hypertrichosis of the body. His 
physical examination was negative aside from a relatively low blood pres- 
sure of 100/68 and one carious tooth. Special consultants made no recom- 
mendations. The blood chemistry, cytology and serology tests, as well as 
the urinalyses were normal. 

Mentally, he was slightly depressed and diffident, but neatly dressed and 
desirous of following all routine procedure. He smiled easily and had an 
appreciation of humor, but there were times when he would become vary- 
ingly emotional and his eyes would fill with tears. There was evidence of 
retardation and conscious effort in his thinking. Certain recollections were 
“foggy” to him. When he found he was unable to give an immediate reply 
to an obviously simple question, he would become embarrassed. He seemed 
partly aware of the emotional etiology of many of his symptoms and sought 
reassurance to further confirm this judgment. He admitted he was depressed 
and lacking in self-confidence. “I don’t want to see anyone. I’m in the 
dumps, even when the sun comes out bright.’’ He reviewed his frustrations 
mentioned in his earlier history. He said, “When I feel that I want to do 
a scenic painting again, I’ll know that I am cured.” 

There was no evidence at this time of any organic, physical or mental 
impairment. His sensorium was clear. He was correctly oriented for time, 
place and persons. Both his remote and recent memory were good. There 
was no evident disturbance of retentive ability or of immediate recall. He 
had no trouble with counting or calculation tests. He interpreted accurately 
what was read to him. His school and general knowledge were somewhat 
above average for a person with such a limited formal education. His insight 
was verbal in that he doubted that his cardiac symptoms were on an organic 
basis. He realized that some of his recent worries had led to a state of 
perplexity. Such insight, however, did not stabilize his emotions. His judg- 
ment was sufficient for him to seek medical aid and accept it. 

At first the patient made a satisfactory adjustment to his hospital 
environment. It was felt he might recover without resort to electric shock 
therapy. He became less concerned about his heart, but developed in his 
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trends and dreams more and more preoccupation with what he considered 
was a waning of his sexual potency. After a month’s hospital residence 
symptoms suggestive of an organic mental reaction appeared. Suddenly, 
while out-of-doors he attempted to walk away from the patients he was 
associated with. He paid no attention to commands to return and resisted 
attempts to make him do so. He made a second attempt with even greater 
resistance. He had an involuntary bowel movement in his trousers. Two 
days later, after first promising to comply, he violently resisted efforts to 
perform a lumbar puncture. Shortly afterward, without warning, he tried 
to assault a man nurse and had to be transferred to a hall for disturbed 
patients. He gave no reason for his attempted assault, but offered no further 
resistance when undressed. He remained quiet and became preoccupied. He 
was unable to tell of recent events, appeared to have forgotten the physician’s 
name, could not remember when he came to the hospital, and only after a 
long interval recalled where he was. At the time he was thought to be suffer- 
ing from an organic mental reaction that was producing confusion. But in 
the light of the knowledge of subsequent events, the reaction appears to have 
been functional in character due to retardation, intense self-absorption and 
personal condemnation. There was no evidence of any circulatory impair- 
ment. His trend was consistent with a depressive mood. He tried to wander 
off by himself and when placed in a dormitory with other patients, said, “I 
shouldn’t be in here because I smell bad.’ On only one occasion were there 
any suggestions of ideas of reference or hallucinations. He claimed he heard 
voices accusing him of masturbating. He became unduly concerned about 
his bowel elimination. He would protest he had not defecated when there 
was objective evidence present. Later he accepted a lumbar puncture com- 
placently. The dynamics, pressure, cytology, chemistry and serology of the 
spinal fluid revealed normal findings. He became increasingly apathetic, 
withdrawn and seclusive. He would stand for long periods lost in thought 
and noncommittal. He was careless about his clothes. Although he slept well, 
he ate sparingly. 

Electric shock therapy was now considered advisable if there were no 
serious organic involvement. An electrocardiogram revealed a sinus tachy- 
cardia which was not considered a contraindication to electric shock therapy. 
X-rays of the spine and chest disclosed no bony, pulmonary or cardiac 
pathology. A battery of psychological tests including the Rorschach gave 
no evidence of any organic mental impairment. The diagnostic inference 
from the tests was that the patient had a manic-depressive psychosis of the 
depressive type. 

The patient was given a series of eight electric shock treatments. As 
was to be expected, he became slightly confused after each treatment, but he 
improved. At the end of his series of treatments, he was in a cheerful, hope- 
ful mood, cooperative, spontaneous, taking an interest in everything, free 
from delusions, and eating sufficiently. He was allowed to leave the hospital 











276 GERIATRICS 


five months after his admission to return to his home. He called at the 
hospital three months later, stating he had been feeling well all the time and 
was now planning to return to work. He had entirely recovered from his 
depression and showed no evidence of any physical impairment. Recently 
he reported by letter he was employed. 

This case not only illustrates the necessity and method of distinguish- 
ing between a functional and an organic mental reaction, but it also presents 
an important problem in psychosomatic medicine. It shows how anxiety, 
fear and suggestion may cause a patient to believe he has an organic cardiac 
disease and to simulate the symptoms of a coronary occlusion when there 
is no objective evidence as determined by our present clinical methods. 


DISCUSSION 


These two reviews of mental hospital records indicate some of the 
problems which confront the psychiatrist and the necessity for such prob- 
lems being studied and solved in a mental hospital. Only in such an institu- 
tion can patients with personality disorders be kept under observation 
sufficiently long to obtain a true longitudinal perspective of their illnesses, 
to correct first impressions and to sufficiently stabilize them to prevent an 
early relapse on leaving. Only in mental hospitals can such sudden and unpre- 
dictable variations of behavior as these patients displayed be properly 
evaluated and treated. Such variations of behavior require special diagnostic 
and therapeutic facilities which only are available in a mental hospital. They 
also require a medical staff and nursing personnel trained and skilled in the 
handling of such complicated situations as may arise from this disordered 
behavior. 

The question may arise as to whether these personality disorders occur- 
ring in patients aged 36 and 55 years, present a problem of geriatric interest. 
If we look upon geriatric practice as a branch of medicine dealing with 
dynamic and preventative problems rather than static concepts, the question 
is answered in the affirmative. Geriatrics should deal with the aging as well 
as the aged, with the processes of aging as well as the final results of aging. 
The patients discussed in this paper present problems of prognosis as well 
as of diagnosis and therapy. If they had been accepted with a fatalistic atti- 
tude as patients suffering from organic illnesses from which they could not 
recover and prompt therapeutic as well as diagnostic procedures had not 
been instituted to see that they were protected from danger to themselves 
and to others and that they were properly nourished and given sufficient 
rest, they might not be alive today. They have been restored to the com- 
munity able to earn their living and to support their families. Their liabilities 
for the future have been materially lessened. The man of 36 illustrates the 
concept of Thewlis of “preclinical”? geriatrics. It must be remembered that 
both these patients while in the hospital were instructed how to live in the 
future as well as in the present. 
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These reviews also disclose personality maladaptations which help to 
distinguish between the functional and the organic mental reactions. Often 
this is difficult and is determined only by time. But thorough attention to 
the symptomatology of both the patients will give us valuable clues. We 
must distinguish between organic mental confusion and functional per- 
plexity. Organic mental confusion is established by a clouding of the patient’s 
sensorium and a resulting impairment of his memory and ability to retain 
new impressions. 

We have no concrete evidence that either of the patients at any time 
had an actual organic impairment of the sensorium. Both were depressed 
and retarded, and often they were so deeply self-absorbed and preoccupied 
that they were unresponsive and uncommunicative. It was impossible to 
elicit their trends of thought. Yet later, when they were less retarded, their 
thought content was consistent with an accompanying depressive mood. 

Clouding of the sensorium is determined by a patient’s inability to 
orient himself correctly in relation to time, place and persons and by a 
defect in his recent or remote memory. He is also unable to concentrate on 
new sensory impressions and retain them or repeat accurately what he has 
heard. Both of the patients often created the impression that their sensoriums 
were clouded, but this was not due to any demonstrable structural or chemi- 
cal defect of their central nervous systems, but rather to the way in which 
their central nervous systems functioned at the time under the influence of 
their accompanying moods. Often the patients were so preoccupied with 
personal distressing thoughts and so retarded and slowed up in their thought 
processes and accompanying motor responses that they could not respond 
to the external stimulus of the moment and this gave the impression that 
they were disoriented, when they really were disinterested. When the 
external stimulus was intensified or reiterated, they often responded. The 
second patient, after an acute emotional upset apparently precipitated by his 
preoccupation with sexual problems, was reported to be unable to tell of 
recent events, to apparently have forgotten the physician’s name and to be 
unable to remember when he came to the hospital, yet after a long interval 
he could recall where he was. This last observation gives us a clue to the 
functional rather than the organic nature of his mental reactions. 

There may be variations in the perceptual and retentive acuity of 
patients afflicted with organic mental reactions, depending upon the amount 
of blood that is accessible to the tissues of the central nervous system at the 
time, especially to higher cerebral centers. Such variations of orientation 
may recur and are often intermittent when there is an organic mental defect 
of the central nervous system. In the functional psychoses, the patients who 
recover show the same mental alertness and the same perceptive and reten- 
tive ability they possessed before their mental illnesses. It was due to the 
inability to elicit informative vocal responses from these patients and to 
evaluate their trends when profoundly depressed and retarded that sus- 
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picions of organic mental reactions arose. When they again became respon- 
sive and gave expression to their contents of thought, the functional or 
emotional character of their illnesses was established. 

Depressive mood reactions also inhibit motor responses and prevent the 
full expression of emotional stimuli in muscular activity as well as in 
expressed thought content or in trends. The retardation associated with a 
depressive mood will lead to a smoothing out of facial expressions due to a 
cessation or marked diminution in facial muscular response or tone. A 
sensory stimulus may be sufficiently strong to partially overcome the inhibi- 
tions imposed by a depressive mood and associated retardation, but it is 
intermittent in character, decreased in amount and only partially distributed 
so that the resulting reflex muscular response is likewise intermittent, uneven 
in character and greatly diminished as a result of this limited and diminished 
sensory stimulus. As a result, we may get a smoothed-out, expressionless 
face, resembling the mask-like face associated with the post-encephalic syn- 
drome, or facial irregularities in naso-labial folds, variations in the muscular 
tension of the two sides of the mouth, and questionable and variable reflex 
responses in other parts of the body. A purely objective appraisal of these 
manifestations may lead to erroneous conclusions and to the inference that 
they are due to some structural or chemical (toxic) alteration of the central 
nervous system, when they are simply the result of the lack of proper sensory 
stimulation due to emotional inhibition or retardation. 

Consequently it is essential to have as accurate an evaluation of the 
mental and emotional as well as the physical status of our patients as pos- 
sible. The first patient’s abstract reveals that the neurological findings were 
suggestive, but not conclusive. The neurological consultant wisely qualified 
his opinion as follows: “Appearance of the patient suggests a type of 
encephalitis.” Later he still had “the impression that this patient probably 
suffered from encephalitis which may have been the cause of his mental 
disturbance.” He saw the patient on two occasions for relatively short 
periods, while the hospital staff had the patient under daily observation. It 
was only when the patient’s sensorium could be adequately tested and he 
had reestablished his former efficiency that all suggestions of any organic 
mental residuals could be ruled out. 


SUMMARY AND CONCLUSIONS 


Abstracts from the hospital case records of two men patients have been 
presented to show that when patients are depressed and retarded to the 
extent that their sensoriums cannot be satisfactorily tested, it is impossible 
to accurately determine whether their stupor reactions are benign or malig- 
nant. Even facial irregularities and inequalities, a mask-like countenance, 
variable reflex responses and loss of sphincter control suggestive of regressive 
behavior should not establish a poor prognosis or a diagnosis of an organic 
mental reaction. When patients reveal such symptoms, they should be kept 
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under close observation, have frequent physical examinations and every pos- 
sible laboratory investigation to rule out any evidence of an organic dis- 
turbance, mental or physical, of the central nervous system. When they are 
amenable to psychological tests, these should also be carried out to further 
substantiate the diagnosis. These tests should be used to assist in determin- 
ing the existence of any brain pathology and in advising whether or not 
electric shock therapy is indicated. 


DISCUSSION 
By E. T. Gate, M.D. 


[ HAVE enjoyed reading Dr. Allen’s paper. It should be read in its entirety 
to appreciate its full value. 

It is no longer necessary to point out to those interested in geriatrics 
that the number of elderly people is increasing. It is, however, necessary to 
impress upon us the importance of careful studies of special problems in 
the aging population. In spite of the high standard of living in this country, 
life has become more intricate, and the aged person finds increasing difficulty 
in maintaining mental and emotional balance. 

Prolonged or intense stress or strain will usually cause a breakdown in 
some organ of the body. The kidneys, for instance, may fail for long periods 
of time and cause severe uremia. But after a rest period and relief from dis- 
turbing factors, function may be restored to the previous level. The heart 
is capable of amazing recuperative power if allowed proper rest. Sometimes 
several months are required for damaged hearts to resume work sufficient 
to keep the circulation in balance. Dr. Allen has told us how the mind can 
deteriorate into a state of psychosis, and with proper rest and treatment, 
return to an apparently normal state. The brain, like other organs, becomes 
fatigued and unstable from undue tension. 

We cannot separate the mind from the body. We must consider them 
components of a whole, supporting each other in health and destroying each 
other in disease. Alvarez believed that death took “‘little bites” in the form 
of small strokes. Apparently, small organic changes in the brain can cause 
serious mental disturbances. Dr. Allen has shown us examples of the opposite 
—namely, functional psychoses producing syndromes suggestive of organic 
disease. Such studies as this offer us encouragement in the treatment of 
mental illness and brighten our outlook for many patients whose prognosis 
at first appears hopeless. 








THE TRAINING OF A 
GERIATRIC PHYSICIAN 


Trevor H. Howell, m.r.c.p., Ed. 


GERIATRICS is now recognised as a definite branch of medicine, comparable 
with paediatrics. It therefore behooves us to consider what particular train- 
ing is necessary for those who would practice this specialty. Recent investi- 
gations have provided a positive answer to the question — “Is there a 
separate physiology and pathology of old age?” Hippocrates knew that 
disease in the aged differed from disease in the young. Aristotle, Cicero and 
Bacon gave classical descriptions of the changes in behaviour and thought 
pattern of the elderly. The modern physician, however, knows little of these 
variations until belated experience enlightens him. It would seem clear, 
therefore, that supplementary study of both normal and pathological old 
age is essential for the training of a geriatric specialist. 


GENERAL MEDICINE 

The first step in training the physician will be a period of postgraduate 
work in general medicine. This is necessary because, at present, so many 
disorders among the aged are not clearly recognised until it is too late for 
treatment. Disease rarely presents a text-book picture, so the elderly need 
more serious, careful and consecutive thought than the young to solve their 
diagnostic and therapeutic problems. The labels “senility,” “debility” and 
“arteriosclerosis” so often used, have little precise meaning and often indi- 
cate loose thinking. Only a well-trained physician takes the trouble to ferret 
out an extensor plantar response, a hidden anaemia or a raised sedimenta- 
tion rate, details which often supply the missing key to diagnosis. Uncom- 
mon diseases among elderly patients will be unrecognized if the medical 
man in attendance is not on the watch for them. The writer has seen, in 
hospitals for the aged, such conditions as subacute combined degeneration 
of the cord, Plummer-Vinson syndrome, aneurysm of the aorta and vitamin 
B deficiencies undiagnosed. The practice of allocating the most junior or 
the least efficient doctor to the aged is responsible for this. No one can ever 
know enough to treat old folk. 

Three subjects — Cardiology, Neurology and Physical Medicine — 
require special attention. Without a training in cardiovascular work, the 
physician is lost among diseases of old age. Some kind of cardiac failure is 
the commonest form of death for the elderly, and most of the basic prob- 
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elderly. 
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lems in senility are related in some way to the state of the vascular tree. 
Neurology, the weak spot of so many doctors, is also important. The early 
recognition of cerebral thrombosis is one of the most difficult problems in 
geriatrics. Also, strangely enough, there are many cases in which it is not 
easy to decide whether the primary lesion is cardiac or cerebral. 

A knowledge of Physical Medicine is necessary because of the impor- 
tance of rehabilitation in elderly patients. The arthritic and the hemiplegic 
often become permanent invalids, confined to bed, unless energetic and 
skilful physiotherapy is employed. The aged have an innate tendency to 
immobility and stagnation, with consequent atrophy, degeneration and 
fibrosis. This is not realized by nurses and doctors accustomed to younger 
patients. Heat, faradism, remedial exercises, together with occupational 
therapy are the methods to employ as fully as possible with the oldet 
“chronic” sick. The policy of keeping patients in bed and letting them rest 
is bad. Since much can be done to rehabilitate and rejuvenate elderly suf- 
ferers by physical means, the geriatric physician must be familiar with the 
techniques employed if he is to do his work properly. 


GERONTOLOGY 


After acquiring a sound knowledge of general medicine, it is essential 
to become familiar with old folk, both in health and in sickness. This experi- 
ence cannot be gained in a few short weeks. Nor can it be picked up casually 
while going round a hospital for the chronic sick. In such institutions the 
patients are not under normal conditions. One might as well study natural 
history only in a museum. General practice is perhaps the best sphere in 
which to become accustomed to senile variations in health and disease. It is 
the place to detect the gradual onset of infirmity, that half-way house not 
seen in the young. General practice also teaches the physician that, in old 
age, the person is more important than the disease from which he suffers. 
Individual approach becomes essential after sixty, if the doctor is to get any 
co-operation from his patients. For. these reasons, an institution for the 
aged or a hospital for the chronic sick is not such a satisfactory training 
ground as might be expected, although it does permit mass observation. 

By the time a physician has learned how old people sit, stand, walk and 
think, he will also have discovered for himself how such matters as tempera- 
ture, blood pressure, tendon reflexes and urinary concentration may vary in 
senility. While attending the sick at hospitals, or better still, in their own 
homes, he will have encountered some of the fundamental problems of 
disease in old age. Such conditions as incontinence of urine, senile dementia, 
progressive cerebral ischaemia and senile broncho-pneumonia are not usually 
found in acute general hospitals where postgraduate training goes on. In 
the present state of geriatric medicine, the physician must learn most of 
these things for himself. Text-books, even those of Stieglitz or Thewlis, 
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are able to give only limited help. Experienced teachers are few and far 
between: geriatric units can be counted on the fingers of one hand. 

About this stage in his career, our specialist will meet a new problem— 
that of the infirm. Many patients who have been successfully rehabilitated 
are not able to look after themselves completely. Some no longer have 
homes. It is important for the physician to become acquainted with the 
various social organizations which can help him. This question of the 
proper disposal of infirm cases becomes more and more important as medi- 
cine advances. To cure a patient is not always enough: one must also con- 
sider his future. In fact, an old person’s doctor should be the true friend 
described by Bacon—‘‘to whom you may impart Griefs, Joys, Fears, Hopes, 
Suspicions, Counsels and whatsoever lieth upon the Heart to oppress it.” 


GRANTS FOR RESEARCH ON AGING 


THE National Institute of Health has established a “Research Grants Di- 
vision” to administer the research grant program of the U. S. Public 
Health Service. To aid this program, a number of “Study Sections,” each 
specializing in a particular field of medical research, have been created. 

Gerontologists will be interested to learn that a “Gerontology Study 
Section” has been appointed. It has two functions, the first of which is to 
review applications for research grants in the field of Gerontology. In 
accordance with this responsibility, members of the Study Section will be 
glad to discuss research projects with prospective applicants. 

The second function of the Gerontology Study Section is to survey the 
status of research in this field. The members of the Study Section would 
greatly appreciate receiving information under the following headings: 
(1) Present research related to Gerontology; (2) Contemplated research 
(whether or not grants will be sought from the National Institute of 
Health) ; (3) Institutions in a position to conduct research on aging; (4) 
Individuals wishing to conduct research on aging (whether at their present 
institutions or elsewhere). 

The members of the Gerontology Study Section are as follows: Dr. 
M. A. Goldzieher, New York City; Dr. Roy G. Hoskins, Boston, Massa- 
chusetts ; Dr. Oscar J. Kaplan, San Diego, California; Dr. Clive M. McCay, 
Ithaca, New York; Dr. William deB. MacNider, Chapel Hill, North Caro- 
lina; Dr. Robert A. Moore, St. Louis, Missouri; Dr. Henry S. Simms, 
New York City; Dr. Frank Fremont-Smith, New York City; Dr. Nathan 
W. Shock, Baltimore, Maryland; and Capt. G. B. Tayloe, Navy Dept., 
Washington, D. C. 

Journal of Insurance Medicine, Vol. II, No. 3, 1947. 


SURGICAL TREATMENT 
OF THE AGED ARTHRITIC 


A Review of Procedures Useful in Geriatrics 


Orto C. Kestler, m.p. 


THE purpose of this paper is to direct the attention of the medical profession 
to the fact that aged people suffering from rheumatoid, hypertrophic or 
mixed arthritis are accessible to surgical procedures. Frequently patients in 
this category are informed as to the classification of their condition and 
told that they might as well make the most of it. The stoicism of these 
arthritics is no longer justified and should not be encouraged. It will be 
difficult to change this attitude and it will not be changed overnight. The 
first step we in the medical profession must take is to reinstitute faith and 
courage into their minds. 

There are surgical procedures, some well known and others new, which 
are not only beneficial to these patients but which also fit the requirements 
of this particular age group. When these procedures are followed, there is 
no shock, the anesthesia is light (combination of local or regional and a 
light inhalation anesthesia), immobilization is not required, and bed rest 
is not necessary. 

It should be emphasized that there is a great deal of difference in treat- 
ing by surgical methods, a weight-bearing and a nonweight-bearing ex- 
tremity. Bony procedures can be undertaken with much more ease on the 
upper extremity than on the lower. In the arm we aim at mobility and free- 
dom from pain but we do not have to stress stability as in the lower ex- 
tremity. 

There are arthritic conditions with painful irreversible deformity which 
do not respond to any conservative treatment. It is immaterial whether 
these changes are due to neglect, as they usually are, or to the fact that they 
were inaccessible to treatment. We are referring to cases that do not even 
respond to pain-killing drugs. 

The experiences of the past six years with a limited material have con- 
vinced the author that the procedures described in this article are not 
harmful. They improve the condition in every instance by eliminating or 
decreasing the pain, and by increasing the mobility to various degrees. 
There has been no mortality rate. 





Orro C. KestLer, M.D., New York City, is a graduate of the University of Budapest, 
1930; Ass. Adjunct, Hospital for Joint Diseases; Lecturer, New York Polyclinic Medical 
School and Hospital; Orthopedic Consultant, New York City Health Department. 
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UPPER EXTREMITY 

In reviewing the procedures for this extremity we will discuss each 
joint separately. 
Shoulder: Excision.of the acromion process combined with synovectomy 
of the subacromial bursa. In painful limitation of scapulothoracic motions, 
this is the procedure of choice’. We feel that the greatest benefit is derived 
from the second stage of this operation with the excision of the subacromial 
bursa. The author uses a high saber cut, skin incision and removes as much 
of the acromion process with a chisel or bone-cutting scissors as is possible 
without endangering the acromioclavicular joint. Then the subacromial 
bursa is completely exposed. This bursa is excised in its entirety. The opera- 
tion is done under local anesthesia. No bed rest is required. Motions are 
begun 24 hours after operation. 
Elbow: Excision of the radial head. Whenever there is a painful limitation 
of motion with or without deformity about the elbow joint, the removal of 
the radial head will greatly diminish if not completely eliminate pain and 
will definitely improve the motions of the elbow. This procedure is so well 
known that it seems unnecessary to describe the technic except to stress the 
importance of exerting utmost care so as not to injure the posterior interos- 
seus branch of the radial nerve. In my experience this operation was per- 
formed satisfactorily under local anesthesia. 
Wrist: Excision of the proximal carpal row. Arthritis of the radiocarpal 
joints may frequently lead to a painful partial fusion of these joints. Im- 
mobilization in plaster-of-Paris to obtain complete fusion has been the 
method of choice. However, in the author’s experience, the removal of the 
proximal carpal row can give an excellent painless and mobile joint. Only 
three carpal bones of the proximal row are excised: the scaphoid, lunate, 
and triquetrum. A dorsal or volar approach may be used. A transverse skin 
incision is recommended. A combination block and local anesthesia has 
been satisfactory; a cuff infiltration of the forearm is done at the junction 
of the mid and distal third of the forearm. This is supplemented by local 
infiltration of 1 per cent novocaine. After the operation a compression 
bandage is applied, and motions are started on the second day. Shortening 
of the tendinous structures is not necessary. 
Hand: Excision of the metacarpal heads and necks. This procedure was 
recently described by the author’. It was found to be one of the most suc- 
cessful procedures for the painful arthritic hand with or without deformity. 

A longitudinal incision about 1% inches long is made on the dorsum 
of the hand between the knuckles and two metacarpal heads may be readily 
exposed. If the case warrants it, a crescent-shaped transverse incision may 
be made on the dorsum of the hand and the inner four metacarpal heads 
exposed. Through the incision, the head and proximal portion of the shaft 
of each metacarpal bone are exposed and removed with a cutting scissors. 
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The cut: portion of the metacarpal bone is then filed smooth. The capsule 
and soft tissues are sutured in layers. A compression bandage is applied, 
with the fingers in acute flexion. On the second day, motions of the fingers 
are started. Particular attention should be directed to the fact that no inter- 
position material is used, in fact, it is deliberately omitted. The original 
arthritic pain diminished within 24 to 48 hours after the operation and was 
eliminated within a few days. 


LOWER EXTREMITY 


Bony operations are not recommended for the lower extremities of 
patients in this category. The one exception to this rule would be the sub- 
trochanteric osteotomy of the femur. This procedure is highly recommended. 
However, the indication is a very specific one. It should be selected in 
irreversible bony deformity with or without pain, e.g., a flexion adduction, 
external rotation deformity will exert such undue mechanical changes that 
no palliative measure can overcome the present or future discomfort. A 
simple osteotomy, performed with the technic described below will have a 
most beneficial effect of long duration. The essential feature of this pro- 
cedure is to impact the distal fragment of the femur by creating a spear- 
head into the bone marrow of the proximal one. This in itself will provide 
an excellent stability. Internal fixation can be used in the form of a blount 
blade plate or external fixation with a plaster-of-Paris spica. The method 
of fixation is selected according to the requirement of the individual. The 
writer has used this procedure since 1935 on a number of aged people, with- 
out any untoward effects. 

Naturally, this operation has a limited indication. In the aged patients, 
if there is no hip deformity present causing faulty mechanics, we prefer to 
do another procedure. A painful arthritic condition of the hip joint can be 
successfully overcome by resection of the deep branch of the obturator 
nerve. The resection of peripheral nerves for painful joint conditions was 
proposed by Camitz in 1933. Tavernier* reported several results in 1942. 
Kaplan* suggested and started this method in 1944, The results are so 
gratifying that the author believes this should be the method of choice in 
the surgical treatment of the painful arthritic hip. This simple procedure 
can safely be undertaken in a combination of local and light inhalation 
anesthesia. Technic: A vertical incision is made 1 inch below the pubic 
tubercle in the line that connects the pubic tubercle and the ‘apex of the 
femoral triangle; the incision is 3 inches long. Between the adductor longus 
and the pectineus muscle, the superficial obturator nerve is exposed and 
followed into the deep branch of the obturator nerve. This branch is then 
dissected and avulsed from the obturator canal. No immobilization follows 
this procedure. The patient may sit up the same day and get up the next day. 

When this procedure was originally used, the author had doubts as to 
its prolonged effect because of eventual regeneration of nerve tissue and, 
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secondly, because the hip joint has other sources of nerve supply. However, 
my own cases and those of others have shown good results. Follow-ups 
over a period of two years permit us to recognize the merits of this pro- 
cedure even though in some cases the operation will have to be repeated. 
The over-all picture was so beneficial that it warranted the further use of 
this procedure. 
Knee: While it is somewhat early to draw conclusions about the denervation 
operation of the knee, there are two reasons why it seems to be a procedure 
which has merit. (1) Reports in the French literature are very favorable. 
(2) In intractable pain of the knee in the aged, if every other method fails, 
this minor surgical procedure certainly has the possibility of rendering relief. 

The operation consists in dissecting the sensory nerve branches of the 
posterior capsule of the knee and of their excision. The practical purpose 
of this operation is to eliminate pain in the arthritic knee. From the author’s 
limited experience with this method, it is advisable to devise a two-stage 
procedure for the denervation operation of the knee. The first stage is per- 
formed with the patient in prone position. A curilinear skin incision is used 
in order to expose not only the posterior tibial and common peroneal nerve 
but also the recurrent anterior tibial nerve, which seems to be important 
in the sensory supply of the knee joint. Eight or ten days later, in the supine 
position, the branch of the obturator nerve and femoral nerve which supply 
the anterior knee capsule are excised. While the results are encouraging, 
the follow-up has not been carried on over a sufficiently long period to draw 
final conclusions. 

The denervation operations for the painful arthritic lower extremity 
which has resisted conservative treatment has a great future. Work is being 
done to further simplify these methods which should popularize them. 


CONCLUSIONS 
The article was written to call attention to procedures, new and old, 

which are beneficial to the aged arthritic patient. These operations have a 
threefold purpose. 
1. They restore hope and courage to the patient who heretofore assumed 

he could expect no relief. 
2. Pain is relieved or minimized. 
3. The patient may be rehabilitated to the point where he is no longer 

entirely dependent upon others. 
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NURSING THE GERIATRIC PATIENT 
Elizabeth W. Hard, r.n. 


ADVANCES in medical care have increased the life span, but they have not 
always been able to make the added years comfortable and happy. Nursing 
the elderly consists in providing the optimum in mental ease as well as phy- 
sical care. Old age is not an acute illness for which there is a cure, where 
the disease must be treated by certain set procedures. There is no replace- 
ment for worn organs, therefore the best nursing care is that which helps 
the patient adapt to increasing limitations and to enjoy life in the process. 
There can be that “second blossoming” which comes in late years, and is 
more beautiful than that of youth. 

In caring for the elderly a good nurse should have patience, interest 
and a sense of humor. Human nature at either end of the scale is much 
alike, and only those who have the understanding heart for little children 
should be trusted with the aged. They have the same frailties, the same 
stubborn idiosyncrasies, the strong aversions that children have, but with- 
out the endearing qualities of childhood. 

There are two extremes cf old age, with variations between the two. 
Those who have more will power than strength and go beyond their endur- 
ance, and those who collapse too easily and have to be urged to exert them- 
selves. Often elderly patients rebel at bed rest; once thoroughly relaxed, 
however, they object to being routed out. They are comfortable, they feel 
weak when they sit or stand for a few minutes, and they would rather stay 
in bed. Those with hypertension know that rest is good for them, so why 
bother to get up at all? The elderly person who has had a heart attack finds 
that he enjoys three weeks’ rest in bed, and would like to stay there all the 
time. Many doctors have found that prolonged bed rest is poor therapy for 
their geriatric patients, so it is the nurse’s job to get them out of bed and 
make them like it. : ‘ 

If the patient is at home, interest can be stimulated in some project 
which demands their attention. No one else knows just how to make peach 
pickle, and if she would just come in the kitchen, in the wheel chair if nec- 
essary, and give directions. Or a certain plant in the garden should be 
pruned, transplanted, or sprayed, and only the master can boss the job. In 
the hospital there can be a trip to the roof garden, solarium, or a visit to 
a friend or a new acquaintance. Lethargy is sometimes hard to combat 
and requires ingenuity on the part of the nurse, but interest is as essential 
as any drug prescribed by the attending physician. There are always little 
tasks or simple work they can do, but never hurry them or be impatient 
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when they are working. Also, after asking them to do a task, never com- 
plete it for them before giving them ample opportunity. The dignity of 
work makes them much happier and gives them a feeling of importance in 
the scheme of things. 

Most chronically sick old people are cared for in the home or institu- 
tion, and the hospital sees only the acutely ill. Many do not need the con- 
stant care of a graduate nurse, but are under attendants or in the hands of 
the family. In some cases it is very difficult for the family to have the right 
perspective as they are too close and their affection complicates matters. 
There are many cases where the devoted daughter, generally a spinster, in- 
sists on the mother staying in bed every time her B/P goes up two or three 
points; or the tather, who had a cold last week must not leave his room. 
The care of the elderly should be watchful, without their knowledge as 
much as possible, but not over-possessive or cloying. 

Too often we judge their whole behavior by some characteristics which 
may be childish or unreasonable, and then employ a kittenish approach and 
treat them as babies. While the elderly often crave affection and attention, 
they want to be treated as adults and with the dignity they merit. Even in 
cases of senility there are times when they cling to old standards, and no 
one caring for them should ever run the danger of humiliating them by 
thoughtless or careless lack of the observation of the niceties of life. 

In the elderly there is usually some mental deterioration, perhaps only 
forgetfulness of what happened yesterday but with a vivid memory of 
events of twenty-five years ago. This fact should be accepted as naturally 
as the loss of teeth or hair. Do not expect them to remember messages, or 
repeat a story as heard; do not correct them when they make mistakes. It 
is shattering to lose faith in your own spoken word. Encourage them al- 
ways to talk of their past and tell stories of their younger days. Ask their 
opinion in simple matters, but do not open subjects for long discussions. 

Very often the elderly develop the idea that they are in a strange house, 
or in a different town because they cannot become properly oriented. This 
sometimes follows a severe illness but corrects itself with returning 
strength. Often it persists in different forms even when the mind is per- 
fectly clear on other subjects. It is a difficult situation to handle as the 
patient is unhappy, and yet no words can erase the delusion. Sometimes, 
if the patient is able to be taken about in a wheel chair or car, perhaps only 
around the block, approaching the house from another angle on return, he 
or she will regain the proper focus. As strength returns after a severe ill- 
ness, the bewilderment may give place to the realization that there is no 
basis for the idea, no matter how real it once seemed, although the old 
familiarity never returns. Often this more peaceful stage is never reached, 
and there is always a feeling of loss of home. There must be some basic 
lack of security which makes this delusion so common. It is very sad to 
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have a person beg to be taken home, and not be able to clear the fog and 
make them realize where they are. 

Some old people still ‘dig their graves with their teeth,” while others 
starve themselves. With the increase of knowledge in dietary fields and the 
expansion of life expectancy, more problems of feeding the aged have come 
to the fore. So often the foods which they should eat, the ones with the 
necessary vitamins which form a balanced diet, are the ones they have 
never liked, or are convinced have never agreed with them. Remembering 
that it is only the foods we really enjoy which nourish us, it is often better 
to be lenient on the food question. Clever recipes or new names may make 
an essential item acceptable when co-ercion would never succeed. A sweet 
old lady was convinced that Coca-Cola was wicked, but happily sipped it 
every day under the name of “Cherry Snap.” 

Small amounts of food several times a day will generally be better 
for any older person than a few large meals, and furnish a better degree of 
nourishment if there is no appetite and a question of maintaining strength. 
Very often old people: eat too much from plain boredom. Perhaps they 
cannot see very well, are deaf, or cannot take exercise; eating is one of the 
few functions left. In these cases smaller servings can be given and new out- 
lets found within their physical and mental scope. In the diet of older people 
always keep in mind the ultimate goal of their general well being and happi- 
"ness. 

The intestinal tract of the aged is another part of the anatomy which 
is often of consuming interest and importance. Some old people show great 
concern over the functioning of this systemn, thereby aggravating their 
condition. Like other parts of the body which show wear, the tract seldom 
functions normally; if it is not constipation, it may be diarrhea, which, if 
prolonged and in danger of becoming chronic, is very weakening and dis- 
tressing to the patient. The lack of proper sphincter control adds to the 
discomfort and embarrassment of the aged, and great care must be taken 
to minimize this condition. As far as possible, diet can be used in a regu- 
latory capacity, but mild correctives are often needed. 

The kidney functions also need constant attention, especially in older 
men with prostatic conditions. If the patient is confined to bed there is the 
added menace of bed sores. Every nurse has her own pet preventive or cure, 
but constant vigilance is the one irreplaceable ingredient. 

Elderly persons are often careless about personal cleanliness. It may 
be caused by physical weakness, and the extra effort necessary is just more 
than they can take. Sometimes it is because of ignorance through poor eye- 
sight or again simply because the impetus to be careful has gone. Interest 
in self and personal appearance must often be stimulated and praise is one 
of the best methods. Provide life’s little extras in the way of a new tie or 
pretty collar, and be lavish in praise of their appearance. While it is not 
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wise to make old people uncomfortable from the clothing standpoint, it is 
a good morale builder to see they have new clothes which combine a speak- 
ing acquaintance with style along with comfort. They should have clothes 
which can easily be removed, so that when they wish to rest they will not 
be fatigued from delay in being undressed. In caring for the outward clean- 
liness of the patient great care must be observed not to injure the over sen- 
sitive feelings by careless remarks about “dribblers.”’ A dress or vest can 
be sent to the cleaners much more easily than wounded dignity can be 
replaced. 

Very often there is disturbance of the thermal balance, and a patient 
may insist on heavy clothing on a warm day, then complain of weakness, 
without realizing that they are too warmly dressed. It requires tact to per- 
suade them to change to a lighter dress or suit. Often this can be accom- 
plished if an extra light-weight jacket or sweater is promised, then when 
more interesting subjects have been introduced and the weighty matter for- 
gotten, the jacket can be gently removed. 

Older people enjoy the company of the young, sometimes more so than 
those of their own age. They see infirmities in others which often they do 
not recognize in themselves. Childhood friends may be welcomed because 
they have their happy past to recall, but often the introducing of new peo- 
ple of their age results in complaints about “that cranky old man” or “queer 
old lady.” A person is never as old in their own eyes as those of the on- 
looker, and it is a shock to see a broken person who claims the same year of 
birth. Young people are a great boon to the elders in keeping up their inter- 
est in their appearance, and often a visit from a young girl, full of flattery, 
is better than any medicine. 

In caring for the elderly never treat them as cases but as individuals 
remembering always their background which has molded their personality. 

It behooves us to be understanding, for the state of old age is one we will 
all reach if we live long enough. 


MEETING OF THE AMERICAN SOCIETY FOR THE STUDY 
OF ARTERIOSCLEROSIS 


The second meeting of the American Society for the Study of Arterio- 
sclerosis will be held November 2 and 3, 1947, at the Hotel Knickerbocker, 
Chicago, Illinois. About 30 scientific papers will be presented. Dr. Hans 
Selye of Montreal will be guest speaker at the banquet. 




















THE AMERICAN SOCIETY FOR THE 
STUDY OF ARTERIOSCLEROSIS* 


O. J. Pollak, m.p., px.p.! 


WE Ake about to create a nation-wide society for the study of a vastly neg- 
lected problem. While it is true that there exist a number of societies inter- 
ested in related problems, there is no group which would devote its interest 
exclusively to the question of arteriosclerosis. Arteriosclerosis in its various 
aspects is not a single problem, but rather an endless chain of problems. This 
calls for an intensive attack from all directions. For this reason the Organiz- 
ing Committee invited to this meeting representatives of many medical 
specialties and of allied professions. Any applicant who is interested in the 
subject should be eligible for associate membership in the proposed Society. 
Active research in arteriosclerosis or related disorders shall make an appli- 
cant eligible for active membership. We want a live, active group to form 
the nucleus of the Society. 

A Society for the Study of Arteriosclerosis should not consist of 
laboratory workers only, nor should it be a society of clinicians. We have 
tried to balance these two groups; in order to attract the attention of a 
more or less equal number of experimentalists and clinicians, we have 
labelled the members of the Organizing Committee. However, the forma- 
tion of two sections does not seem expedient. We do not want to separate 
theoretical and practical investigators, but rather to coordinate laboratory 
and clinical observations. 

We would like to have a Society which differs in character from other 
existing groups, mainly through the pattern of the membership and the 
character of the meetings. We would like to have an active exchange of 
thoughts and of knowledge, and we feel that anatomists, biochemists, phar- 
macologists, physicists, nutritionists, endocrinologists, geneticists, and psy- 
chiatrists shall be able to make as valuable contributions to the solution of 
our problems as the cardiologists or the pathologists. 

The Research Correlating Committee of the Society should be kept 
well occupied. There is a great need for proper evaluation of the available 
material. Some aspects of the problem are studied intensively, while other 
phases are just as thoroughly neglected. The Committee might be in a 
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position to suggest projects worthy of investigation. We all know that we 
have to work toward an early clinical and laboratory diagnosis, toward 
prevention and treatment of arteriosclerosis. We have to agree on the 
most expedient way to work toward this goal. 

Scientific meetings can Only jbe held,infrequently. A questionnaire to 
which all members would contribute questions, as well as answers, might 
replace a scientific meeting, which requires elaborate preparation. Exchange 
of reprints and of unpublished material should likewise stimulate investi- 
gations. 

To avoid domination of the Society by men from one locality, or by 
a group of investigators interested in one particular aspect of the problem, 
the proposed Constitution and By-Laws provide for equal representation of 
experimentalists and clinicians, and do not allow more than two delegates 
from any state to serve at one time on the Board of Directors and on the 
important Research Correlating Committee. 

None of us are experts in arteriosclerosis. We all are students of the 
problem, and the study of arteriosclerosis is our chief goal.. That is why we 
propose to organize as the American Society for the Study of Arterio- 
sclerosis. 

This Society is not meant to separate scientists interested in arteri- 
osclerosis from those who are interested in cardiovascular disorders. It 
does not intend to compete with other organizations. An invitation to this 
meeting was extended to societies which might be interested in the problem 
of arteriosclerosis or which might be able to help us in the solution of this 
problem. In the scientific field, cooperation of all groups with similar aims 
is most desirable. Such cooperation becomes indispensable when dealing 
with the lay public. 


On June 9, 1947, the American Society for the Study of Arteriosclerosis 
was created and the Constitution and By-Laws adopted. The following 
officers of the Society were elected: 

W. C. Hueper, M.D., President, New York City 

W. B. Kountz, M.D., Vice-President, St. Louis, Mo. 

O. J. Pollak, M.D., Secretary-Treasurer, Wilmington, Dela. 


Board of Directors: 


E. Cowles Andrus, M.D., Baltimore, Md. 

G. Lyman Duff, M.D., Montreal, Quebec, Can. 
Harry Goldblatt, M.D., Los Angeles, Calif. 
George R. Herrmann, M.D., Galveston, Texas 
Louis N. Katz, M.D., Chicago, III. 

Irvine H. Page, M.D., Cleveland, Ohio 


























EXPERIMENTAL APPROACHES TO THE 
PROBLEM OF ARTERIOSCLEROSIS 


W. C. Hueper, m.p* 


A PANORAMIC view of the problem of human arteriosclerosis presents a 
complex and often confusing picture. There is a great deal of uncertainty 
and controversy as to its etiology, also a lack of diagnostic methods and 
rational causative therapy. This state of affairs represents a challenge that 
can only be met through a concerted attack from all directions. 

Clinical studies are impeded by the fact that arteriosclerosis escapes 
discovery until it has reached an advanced anatomic stage, that the causa- 
tive agents do not elicit any striking, detectable reactions or may become 
inactive or obscured before the disease is diagnosed, and finally that 
patients consult physicians at a relatively advanced stage when little can 
be done for them therapeutically. 

Experimental investigations permit controlled study under standard- 
ized conditions. It is well to remember the limitations in regard to applic- 
‘ ability of experimental results to man. As an example of deductive methods 
of reasoning, the well established fact of the causative role of excessive 
fluctuations of the intraarterial hydrostatic pressure in the production of 
sclerosing and, sometimes, obliterative lesions may be cited. The vascular 
system of pilots of fighter planes is subject to such influences. Their special 
suits compress the lower portion of the body so as to shift blood into the 
cephalic portion of the body, thus creating fluctuations in the intravascular 
pressure. Hemorrhages into the soft tissues of the nose and face are evi- 
dence of the capillary injury. It may be pertinent to conduct long range 
experiments, simulating conditions existing in flying and acrobatics. Hydro- 
static forces may, of course, act sometimes on vessels already damaged by 
other arteriosclerotogenic factors such as atmospheric anoxia, exposure to 
cold, to carbon monoxide, and to ethyl lead. 

Experimental and clinicopathologic observations suggest that hyper- 
cholesteremia is an important factor in the development of atheroscle- 
rosis. Main evidence in this respect is provided by observation of precocious 
and excessive atherosclerosis in man and animals with hypothyroidism, 
diabetes mellitus and essential xanthomatosis, especially when associated 
with excessive cholesterol intake. There exist, on the other hand, less exten- 
sive and less convincing data indicating that not only quantitative disturb- 





*From the Warner Institute for Therapeutic Research, New York City. 
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the American Society for the Study of Arteriosclerosis; member of Assembly, American 
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ances of the plasma lipoids, but also qualitative abnormalities in the physico- 
chemical status of these substances may favor the deposition of lipoidal 
material in the arterial wall by upsetting the normal equilibrium of the lipoids 
of the blood and vascular tissues. Before this general concept which is the 
result of inductive reasoning can be accepted as valid, additional confirma- 
tory evidence must be provided, that at the same time broadens the factual 
basis on which the concept is built. 

Valuable information as to the causative mechanism of atherosclerosis 
in man may possibly be obtained by the production of a very mild type of 
chronic hypothyroidism, such as is caused in omnivorous animals, like the 
dog, by the administration of small amounts of thiouracil, and of a mild 
type of chronic hypo-insulinism, that can be elicited by the administration 
of small amounts of alloxan to simulate physiologic hypofunctions of ad- 
vancing age. Studies should include determination of the following: enzy- 
matic activity of these elements, particularly as to oxidases, lipases and 
phosphatases; absolute and relative quantities of the plasma lipoids and 
proteins ; their free and bound fractions; carbon dioxide tension and oxygen 
carrying power; cholesterolytic property and the vibratory lability of the 
plasma; total amount and partition of serum calcium; and the presence and 
amounts of colloidal stabilizers and of substances with detergent qualities in 
the plasma. 

Hypothyroidism, as well as diabetes mellitus, is associated with abnor- 
mal need for and utilization of vitamins of the B complex. These do not 
only possess in part lipotropic properties, but are also parts of the intra- 
cellular enzyme systems controlling the metabolism of oxygen, fats and 
carbohydrates. Studies should, therefore, include information on these fac- 
tors when given in normal amounts with a normal diet or in connection 
with modified diets containing excessive amounts of either fat, cholesterol, 
or proteins, and when added in large amounts to such diets. The B complex 
factors mainly involved are choline, inositol, thiamine, riboflavine, niacin, 
pyridoxine, and, possibly, linoleic and linolenic acids. Such experiments 
may provide some clue as to whether or not atherosclerosis may perhaps be 
looked upon as an arterial counterpart to the cirrhosis of the liver develop- 
ing on the basis of a chronic fatty infiltration. 

Since metabolic disturbances of endocrine and, especially, thyroidal 
origin may affect the physicochemical status of the intracellular and inter- 
cellular colloids, i.e., their degree of aggregation and polymerization and 
their water-binding power, and thereby the colloidal stability of the lipoidal 
substances and the permeability of vascular basement membranes, the pro- 
posed investigations might well include these aspects. 

These two examples may suffice for demonstrating the experimental 
possibilities offered by inductive and deductive approaches to the problem 
of arteriosclerosis. 


As a comprehensive analysis of the experimental potentialities of the 
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large and important field of the tonic disturbances of the arterial and arte- 
riolar walls is beyond the scope of this presentation, a brief citation of a 
few of the many possible experimental approaches to hypertensive and 
hypotensive arteriosclerosis may serve as tentative illustrations. 

Inasmuch as it was shown recently that antihistaminic substances pre- 
vent the development of arteritic reactions in experimental serum sickness, 
it may be possible with this method to solve the long standing controversy 
concerning the common or dual, toxic or allergic origin of the arterial lesions 
associated with benign and malignant hypertension in the presence of renal 
insufficiency. The alleged allergic nature of the factor causing the spastic and 
inflammatory vascular reactions of arteritis nodosa, thrombo-angitis oblit- 
erans, and vascular amyloidosis could be similarly studied. 

The claim that single or repeated exposures to cold result in local vaso- 
spastic reactions and may ultimately lead to the development of thrombo- 
angitis obliterans should be scrutinized for the scientific as well as medicole- 
gal value, as during the war numerous members of the Armed Forces 
sustained thermic traumas to the extremities as the result of trenchfoot or 
immersion post. Attempts should be made to duplicate in animals the 
Raynaud-like vasospastic conditions associated with arteriosclerotic lesions 
seen in prisoners of war kept over prolonged periods on a diet highly defi- 
cient in the various components of the vitamin B complex. 

In the field of renal and essential hypertension with its arteriosclerotic 
sequelae, experimental investigations as to the causal role, direct or con- 
tributory, of endocrinic dysfunctions, especially those of the adrenal cortex 
and of the pituitary, as well as of central and autonomic stimuli appear to 
be in order. 

Extensive arteriosclerotic changes occurred in the cerebral, coronary, 
and renal arteries of chemical workers exposed to nitroglycerin and ethylene 
glycol dinitrate, who developed persistent systolic blood pressures below 100 
mm. of Hg. and who died suddenly on humid and hot days with the symp- 
toms of coronary thrombosis. This suggests the problem of a possible occu- 
pational hypotensive arteriosclerosis as a subject of an experimental study, 
especially as the anatomical vascular lesions observed have been interpreted 
as manifestations of a hypertensive nephrosclerosis by» competent path- 
ologists not familiar with the occupational history. 

Of equally great interest would be studies on the vascular effects 
caused by poisoning with radioactive substances, as investigations conducted 
on mice with such substances have shown the presence of extensive arterial 
calcifications. 

There are additional occupationally and environmentally important 
agents which display qualities of potential arteriosclerotogenic nature and 
which may be made the subject of experimental study. 

It is evident from this brief discussion on the future experimental 
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approaches to arteriosclerosis research, that large fields remain to be cul- 
tivated and much of the work to be done represents actually a pioneering 
effort. At the same time, it is clear that investigators of distinctly different 
professional backgrounds are needed, if adequate and rapid progress shall be 
made on this important disease and a measurable degree of control shall be 
obtained in the foreseeable future. 


ARTERIOSCLEROSIS AT PRESENT— 
A MELTING POT OF ARTERIOPATHIES 


Joseph B. Wolffe, m.p. 


AS LONG as various types of clinically distinguishable arterial diseases are 
indiscriminately referred to as arteriosclerosis, confusion will dominate the 
scene. 

Whether it be a study on blood cholesterols, angina pectoris, oblitera- 
tive peripheral-vascular changes, cerebral accidents or coronary thrombosis, 
investigators rarely make an attempt, and if they do, they fail to state 
the possible underlying causes of the angiospastic or angio-obliterative 
processes. Therefore, such studies add to, rather than diminish, the existing 
confusion. It is not uncommon to find various forms of hypertensive vascular 
changes and arterial changes due to renal disease included in studies on 
arteriosclerosis. Allergic vascular phenomena, thrombo-angiitis obliterans, 
infectious and toxic arteritis, periarteritis nodosa, Raynaud’s disease, psy- 
chotrophic angiothrombosis, Moenckeberg’s calcification and the most com- 
all of these arteriopathies 





mon disease of civilized society—atheromatosis' 
are placed in one melting pot of arteriosclerosis. 

While some clinicians and many pathologists can differentiate each 
one of the types mentioned, the majority of physicians fail to make any 
attempt at etiologic differentiation because of the erroneous impression that 
clinically it is often impossible to distinguish one type from the other. 
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Medicine, Philadelphia; Member, A.M.A., A.H.A., American Therapeutic Society, Asso- 
ciation of Military Surgeons, Philadelphia County Medical Society, Pennsylvania Heart 
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Presented at the first meeting of The American Society for the Study of Arteriosclerosis, 
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Let us briefly review some of these arteriopathies, beginning with the 


rarest :-— 


:. 


Although rarely encountered, arteritis of toxic, rheumatic and allergic 
origin and even periarteritis nodosa are often confused with arterio- 
sclerosis, particularly when the coronary arteries are involved and the 
electrocardiogram is used as the main diagnostic criterium. Eosinophylia, 
febrile course, peripheral accessible vessels which are often involved and 
show small areas of inflammation, nodular in character, should make the 
diagnosis of periarteritis nodosa obvious. Systemic infection, pneumonia, 
influenza, syphilis, scarlet fever associated with angiospastic and angio- 
occlusive phenomena would point to angiitis rather than arteriosclerosis. 
Valvular involvement with rheumatic manifestations should make one 
suspect rheumatic arteritis. 

Moenckeberg’s calcification is an arterial entity in which the media of 
the vessel is nearly exclusively involved. Its most familiar manifestation 
is the pipe-stem artery seen in the laborer in the fifth and sixth decade 
of life and later. This is the only arteriopathy which really deserves the 
name of arteriosclerosis. Strange as it may seem, this type of calcification 
rarely causes obliterative vascular lesions. 

Raynaud’s Disease is confused with arteriosclerosis in the early vaso- 
spastic stages, particularly if it occurs somewhat later in life than usual. 
This is especially important in medico-legal cases. It is more frequently 
seen in females. It affects the age group between adolescence and middle 
life and is influenced by thermo-changes and is often associated with 
emotional strain. Pain occurs mainly during the period of blanching 
while a burning sensation accompanies the period of rubor. The oscil- 
lometric readings are normal and angiography fails to reveal evidence 
of block. All these characteristics of Raynaud’s disease help to differ- 
entiate it from other angiospastic types. 

Thrombo-angiitis obliterans (Buerger’s Disease) is an inflammatory 
and thrombotic reaction which involves both the peripheral arteries and 
veins. It is seen in comparatively young people between the ages of 
twenty and forty; most often in male tobacco smokers. Atheromatous 
peripheral obliterative lesions are frequently mistaken for thrombo- 
angiitis obliterans if it occurs at middle life or later. The absence of 
venous involvement should help to rule out Buerger’s disease. 

A typical angio-thrombotic lesion is definitely on the increase, and from 
clinical and pathological observations we would suggest the name of 
psychotrophic angiothrombosis for this lesion, veins as well as arteries. 
It is seen in individuals between the ages of thirty and fifty and is in- 
variably associated with social or emotional tension. While in the ma- 
jority of cases it occurs in males it is also seen in young women. None 
of these subjects shows or gives a history of hypertension but they are 
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usually tobacco smokers. The common sites of involvement are the coro- 
nary, duodenal, gastric and retinal vessels. Frequently lesions will occur 
in several sites. It is not uncommon to find angina pectoris as a result of 
coronary insufficiency followed by coronary thrombosis and co-existing 
evidence of gastric or duodenal ulcer in the same individual. Because of 
the manifestations of coronary thrombosis, arteriosclerosis is thought 
to be the “etiology” and the patients are erroneously labeled as such. 
The arteriopathy in these cases is confined only to the area involved 
while the rest of the arterial system is free from pathology. The patho- 
logic structure of the involved artery also varies appreciably from the 
so-called arteriosclerotic vessel. 

If properly diagnosed and treated, these individuals make uneventful 
recoveries. On the other hand, if neglected, they are numbered among 
the great army of business and professional men who die at the height 
of their career. 

Pathologically, psychotrophic angiothrombosis has fairly definite char- 
acteristics. An organized thrombus is found in the lumen of the involved 
artery which is often canalized in more than one place. Endothelium may 
cover the clot giving the impression of intimal thickening or cover the 
canalized lumen suggesting intimal splitting. It lacks the pathological 
picture of atheromatosis’ for which it is frequently mistaken. 
Hypertensive Vascular Disease also too often spoken of as arterio- 
sclerosis, is a response to the brunt of strain. The degenerative changes 
are confined to the arterioles. The intima and media are involved pro- 
ducing a narrowing of the lumen. Here again the causes leading to the 
hypertension and arteriopathy should be studied and nothing is gained 
by speaking of this pathological arterial phenomenon as arteriosclerosis. 
Atheromatosis,* a precursor of atherosclerosis,* is the most common 
garden variety of obliterative disease. Whether it affects the cerebral, 
retinal coronary or peripheral vessels or other special arteries is a mat- 
ter of familial or individual predisposition. It seems to be influenced by 
the personal mode of life. Of all the arteriopathies mentioned, athero- 
matosis is the easiest disease to study clinically. Every general practi- 
tioner sees numerous individuals who suffer from it. The progress of 
the disease is so slow and insidious that, unless sought, neither the 
patient nor the physician are aware of it until symptoms of circulatory 
interference are manifest. 


To apply the term of arteriosclerosis to atheromatosis is erroneous. 
The patient is not suffering from hardening of an artery but from 
softening of it. More and more proof appears that atheromatosis is a 
systemic condition of abnormal metabolism, manifesting itself mainly 
but not exclusively in the arteries. It is also seen in improperly managed 
cases of diabetes mellitus and it is quite possible that it is closely re- 
lated to it. Insufficiency of the internal secretion of the pancreas par- 
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ticularly lipolysine,* lipocaic’ and desympatone® play an important part 
in this disease. In animals in which atherosis was experimentally induced, 
we found that the liver cells were the first to become fat-logged. This 
can be best demonstrated biochemically rather than histopathologically. 
Later, the deposit of lipoids takes place in the subintimal layers of the 
arteries after the liver has become hypersaturated with fat. The subse- 
quent pathological picture is well known. The fat droplets coalesce and 
become cyst-like. These pools contain fatty debris, foam cells, cholesterol 
and cholesterol esters. The arterial walls become weakened because of 
the spotty softness (not hardness). The cysts may exert sufficient pres- 
sure on the weakened intima which may lead to rupture, its contents 
often causing thrombosis. Subintimal hemorrhages may occur in some 
of the cysts obliterating the lumen or ulcerations may occur followed by 
calcium deposits. These, however, are forming protective plaques and 
are a mark of healing. Instead, these calcium plaques seem to loom in 
our minds as the culprits of the disease. 

Atheromatosis deserves extensive investigation because the pathological 
process can be arrested and even reversed. Treatment in this disease 
holds great promise. We physicians have a twofold reason to be inter- 
ested in this disease; first, because of the numerous patients who consult 
us as a result of its sequelae, and secondly, since we ourselves are subject 
to it. 

For this reason, a few remarks as to management and therapy may be 
in place: 


a. Thorough investigations should be made of the endocrine system 
because many endocrinopathies may be responsible for improper fat 
metabolism. 

b. A low cholesterol diet with strict avoidance of fats, particularly 
those subjected to intense heat and which are, therefore, rich in 
ketones and aldehydes. The calories should be adjusted according 
to the amount of physical energy expended, no matter what food 
one eats. 

c. Iodine, used on and off for a prolonged period of time, has been 
shown to prevent deposits of cholesterol within the arterial walls. 

d. Small amounts of thyroid in the absence of coronary insufficiency, 
if well tolerated, is useful. 

e. Enzyme and protein-free pancreatic extract‘ (Pancromone) is a 
promising remedy regardless which vessels are involved. It is a form 
of substitution therapy by replacing Desympatone (epinephrine 
neutralizing fraction of the pancreas) and Lipolysin (lipolytic frac- 
tion of the pancreas). Accumulated scientific data point to the pos- 
sibility that insufficiency of the internal secretions of the pancreas, 
particularly of the above mentioned, may be responsible for the dis- 
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ease. Pancreatic hormone (Pancromone) should be administered 
intramuscularly for a prolonged period of time. 

f. Graduated exercise is of utmost value in the treatment of athero- 
matosis. Needless to say, it should not be recommended during the 
active phase of a vascular accident. 

Recently, several new therapeutic agents have been recommended in 
the treatment of obliterative vascular disease such as histidine mono- 
hydrochloride in conjunction with sodium ascorbate,* diethyl oxide® 
and others. More time is needed to evaluate the type of arteriopathy in 
which they will be most effective. However, such work should be en- 
couraged. 


In conclusion, may I suggest that the American Society for the Study 


of Arteriosclerosis: (a) appoint a committee to prepare a concise brochure 
dealing with the various known arteriopathies, giving criteria for diagnosis, 
evaluate existing therapeutic measures and recommend a nomenclature 
which will lead to better understanding; (b) that this coming year be de- 


Vv 


oted to the study of one of the arteriopathies, preferably atheromatosis 


because its investigation is comparatively easy both clinically as well as 
experimentally. 
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REVERSE ENGLISH 


PepaGocGy justifies fairy tales for children on the basis that there is a 
certain developmental age period when imagination is particularly active, 
in the belief that this tendency should be encouraged. The unbelievable but 
highly entertaining stories of Hans Christian Andersen, Grimm’s fairy 
tales and Aesop’s fables are cherished in the memories of later years. Cin- 
derella gives delight to thousands of movie-goers, and passages from Alice 
in Wonderland are frequently quoted to illustrate points in highly scholastic 
dissertations. When we reach “there-ain’t-no-Santa-Claus” stage of sophis- 
tication we still put on whiskers and a red coat to romp about the Christmas 
tree and delight the kids. 

As years go by, so-called light reading, dealing with amusing and 
frivolous subjects, is laid aside for the real and serious problems of life, as 
they unfold duties and responsibilities of a more practical nature. The habit 
grows. 

We believe that the popular notion that light reading is for the young 
and heavy reading for the old calls for some reversal. Surely, physical exer- 
cise should not be increased with advancing years, neither should strenuous 
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mental activity. These times call for periods of relaxation, not only of body 
but also of mind. 

This is not intended to discourage the reading of that brilliant maga- 
zine, “The Atlantic Monthly,” nor yet to boost the circulation of the “pulp” 
variety, but rather to emphasize the though that “A little nonsense now and 
then is relished by the wisest men.” It is a pleasant desensitizer of mental 
tension and an antidote for strain, anxiety and monotonous introspection— 
frequent accompaniments of our hypertension years. 

A. E. H. 


HONORING THE FIFTY-YEAR MEN IN MEDICINE* 


For years we have seen a few special meetings of component societies held 
to honor some physician who has completed fifty or more years in practice. 
These meetings have created more than the usual interest among the mem- 
bership. In 1937 the Illinois State Medical Society gave serious considera- 
tion to the formation of a Fifty-Year Club, and the desirability of issuing a 
suitable certificate and emblem to those members who have given their 
services to the people of their respective communities over this long period 
of time. 

Later that year, the Fifty-Year Club was formed; a committee of three 
was named to be known as The Fifty-Year Club Committee, and suitable 
certificates were prepared and emblems ordered. The first recipient of a 
certificate and emblem was a physician then past the age of 90 who had 
been in active practice 65 years. A special meeting was held in his home 
community, and although there were actually 25 physicians practicing in 
the county, all members of the county medical society, there were more than 
150 present at this special meeting honoring this elderly physician. 

During the year 1938 all physicians who were members of this Society 
and who had practiced fifty years or more were admitted to the Fifty-Year 
Club. In some instances physicians outside the county society membership 
who were recommended by the local society for this honor, were likewise 
admitted. 

Each year at the annual meeting of this State Medical Society, a Fifty- 
Year Club luncheon meeting is held, and invitations extended to all mem- 
bers to be the guests of the State Society at this function. The attendance 
has always been large. At the 1947 annual meeting held during May, 1947, 
102 were present at the annual luncheon meeting. 

Since the Club was first organized, there have been more than 515 
certificates and emblems presented to the fifty-year men in medicine, and 
approximately 325 are living at this time. The oldest member in years of 
service is a physician who is just completing 69 years of practice, and he 
is still quite active in his daily work. Many of the members of the Fifty- 
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Year Club are physicians with national and international reputations. The 
Club has no dues, there are no by-laws, and they get together once each 
year, but this is indeed a gala event, and many of them come to the annual 
meeting because they desire to attend the luncheon meeting. 

It is the usual custom for county societies to hold a special meeting to 
honor the men who have recently completed fifty years in practice. The 
attendance in invariably good, and the presentation is usually made by the 
Councilor for the district in which the physician resides. All certificates and 
emblems are sent to the Councilor from the office of the State Society Secre- 
tary, the certificate being appropriately framed. The emblem is a gold 
enameled lapel button with the inscription, “Illinois State Medical Society ; 
Fifty- Year Club.” For the women members a pin of similar type is presented. 

Occasionally a physician who is bedfast and who has completed fifty 
years of service, is presented his certificate and emblem in his own home, 
the presentation usually being made by the Councilor for that district. 

The Illinois State Medical Society has endeavored to get a photograph 
of each member of the Fifty-Year Club, these being retained in the extensive 
collection of photographs with appropriate biographic data, permanently 
filed in the Illinois State Historical Society Library in Springfield. The 
Chairman of the Fifty-Year Club Committee and the other members of his 
committee are all members of this Club, and all active in practice today even 
though all of them have been in active practice for 54 years or more. 

There has probably been no development within this Society in recent 
years which has been of greater interest and has met with more popular 
appeal than the formation of this Club and the honoring of those men and 
women who have completed fifty years of practice. When the Fifty-Year 
Club was first organized, it was the general opinion of the membership that 
it was time to give consideration to the physicians individually, a matter 
previously overlooked, as is the case in most societies today. 

Harotp M. Camp, M.D. 
Editor, Jllinots Medical Journal. 


*Reprinted from Medical Annals of the District of Columbia, July, 1947. 
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STATE ASSOCIATIONS HONORING FiIFTY-YEAR MEMBERS 


Firry-YEAR Clubs have been organized in conjunction with the state medi- 
cal associations in the following states: Illinois, Iowa, Minnesota, Missis- 
sippi, and New York. Although official clubs have not been formed in 
Maryland and Pennsylvania, senior members who have completed fifty 
years of practice are honored. Oklahoma and Indiana are making plans to 
honor their fifty-year men. In some states, special recognition is given senior 
members by county societies. 

Iowa. The Iowa Fifty-Year Club was founded in 1941 by the state society. 
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Pins and certificates are given to members; 132 in number at the present 
time. 

Missouri. Dr. W. A. Evans of Aberdeen, Missouri, advanced the idea of 
a Half Century Club in Missouri. A document was drawn up by Dr. W. H. 
Frizell of Brookhaven in May of this year. It was signed by a number of 
men who had been in practice for fifty years and the Club was given definite 
and permanent form. Any physician who graduated fifty years ago as shown 
by the records of the State Board of Health and is a member of the state 
association is entitled to membership. About 75 members are at present 
eligible. 

Minnesota. Since 1942, the Minnesota State Medical Association has hon- 
ored the physicians of this state who have been in active practice for fifty 
years or more by presenting them with pins and certificates at each annual 
banquet. They then become members of the Association Fifty Club which 
has no formal organization with elected officers or regular meetings. The 
Club has 95 members at present. 

New York. A total of 400 members of the Medical Society of the State of 
New York who had practiced for fifty years or more were awarded com- 
memorative certificates at the annual meeting in May, in accordance to a 
plan originating when the Council of the Society passed a resolution in 
February. LIFE magazine had pictures of the occasion in the June 23 
issue. The Fifty-Year Club is still in the formative stages. In the Fall a 
booklet containing the pictures and short biographies of the 400 members 
will be published. Dr. Nathan Van Etten, Bronx, New York, is chairman 
of the Club. 

Pennsylvania. Since the year 1933, the Medical Society of the State of 
Pennsylvania has presented at annual Councilor District meetings (12 in 
number) a framed testimonial to its members in the respective districts 
who were that year completing fifty years of practice. Between 50 and 75 
members are so honored each year. 

Maryland. Members of the Medical and Chirurgical Faculty of Maryland 
who have practiced for fifty years or more are called Gold Star members 
and have all the privileges of membership without payment of dues. There 
are 14 Gold Star members at present. 


Various other state medical associations have expressed the desire to 
honor their fifty-year men, also, and have requested information as to plans 
of organization and operation. Groups already having such plans are invited 
to send them to this publication in order to promote recognition of these 
members who are so deserving. 























REPORT ON THE CONFERENCE OF THE ROCHESTER INSTITUTE 
ON HEALTH IN AN AGING POPULATION 


Marie Goulett’® 


In 1946 a subcommittee of the Health Education Committee of the Coun- 
cil of Social Agencies met to plan an Institute. This Committee had as 
its members representatives of various health and educational agencies. The 
Institute to be planned was the second in a series, the first one having been 
held in 1945 on the general subject of health education. The original objec- 
tive of the Committee has been to hold a health institute each year. 

After considerable deliberation, for the year 1946-47, a one-day con- 
ference was decided on, the general subject to be “Health in an Aging 
Population.” The reasons for this decision were due to many social and 
health factors. Rochester, New York, in common with many other cities, 
has an increasing number of residents in the age group over 65 years of 
age. With the advances in public health and medical science, with the higher 
standards of living and with the favorable economic structure more people 
are living longer. There is considerable effort made to help develop a satis- 
factory way of life for those in the older age groups so that life in its later 
years may be made increasingly worth living and less burdensome. 

It was evident during the committee discussion that the newer concept 
regarding preparation for this later period of life indicates that plans should 
be made early in life. The Institute, therefore, was not called “Health for 
Old Age” but “Health in an Aging Population.” True, it is that the Insti- 
tute was popularly called the “Old Age Institute.” In general the idea was 
to outline a plan of living so that old age might be made a healthier and 
happier period than is at present the case in large measure. 

A one-day conference was agreed upon with a morning and afternoon 
session and a dinner meeting. During the two-hour recess between the ses- 
sions, motion pictures were shown and the previously arranged exhibits 
were viewed. The movies and exhibits were not only on the subject of 
“aging” but also the specific degenerative diseases which lead to suffering 
and often untimely death. Displays of books and leaflets added special 
features. 

Half of the time was devoted to the health and disease aspects in the 
aging individual; and the other half of the program to the effect of aging 
on society and the relationship of environmental problems to aging. For- 
tunately, securing nationally known speakers to address the Institute was 
possible and the sessions were extraordinarily well attended as a result. The 
morning session, for example, had an audience of more than five hundred 
persons. 





*EXECUTIVE SECRETARY, Tuberculosis and Health Association of Rochester and Monroe 
County, Inc., New York. 
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SOME NOTES ON PRESENT CUSTOMS AMONG THE ELDERLY 
IN A BELGIAN CONGO TRIBE 


Mildred N. Randall 


In THE heart of Africa, in the center of the Belgian Congo, is the great tribe 
of Atetela people, some of whom are just one generation removed from 
cannibal traditions. They are only one of the 800 language groups on the 
huge continent of Africa. To assume that the customs of this one tribe are 
universal in Africa would be as foolish as to imagine that the people of Paris 
and those of the deserts of Arabia do things in just the same way. So please 
do not imagine that the black men working among the skyscrapers of 
Johannesburg, or the cattle-herders of Rhodesia do things just as these 
folks living in the great equatorial forests of Central Congo. 

People grow old very quickly in Atetela country. They work hard till- 
ing their fields with short primitive hoes. The women do the gardening and 
the men cut out the forests to clear the fields. They must continually battle 
to keep back the jungle. The bloom of youth is quickly lost with hard work 
and poor health. Very few people reach what you would consider “old age.” 
Along with the early deaths of these people is now added another big prob- 
lem—a seriously declining birth rate. This decline is due to sterility caused 
by venereal disease and to the fact that most of the young men are being 
drawn from the villages to the cities to work in mines or in business. As a 
result, the following population figures, made in a medical report in 1941 
of two “‘average’’ villages, show that as the villages are gradually becoming 
depopulated more and more it is the old people who are left to do the hard 
work, and produce the food for both themselves and the cities. 


Age of Villagers Per Cent of Total Population 
71-80 Years 0.85 
61-70 4.06 
51-60 16.02 
41-50 20.08 
31-40 19.87 
21-30 11.96 
11-20 16.02 


0-10 11.11 


Mrs. Micprep N. RANDALL, Johannesburg, Union of South Africa, presents some interest- 
ing observations made while in Belgian Congo last year. She states in a letter, “My husband 
and I are here in Africa under the Methodist Board of Missions to serve for a three-year 
period in several of the mission fields. Our purpose is two-fold: to be of service on the 
various stations, working with the people, and to learn all we can of the inter-racial prob- 
lems involved.” 
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“Honor thy father and thy mother” was never a part of the moral 
code of the Atetela people. It is, rather, the parents who were, and still are, 
under constant obligation to meet the demands of their children even though 
their children are married with families of their own. 

Most old women belong to someone. If their husbands are alive and 
have other wives who are young, the younger wives care for the older ones. 
If their husbands are dead, the wives are usually inherited by a brother or 
eldest son, and again, the younger women of the family feed the aged ones. 
But if a widow is so unfortunate as to have no one to inherit her, as some- 
times does happen, she is at the mercy of the generosity of her neighbors. 

Old men, if they have wealth enough to purchase young wives, get 
along very well. But if a man is both old and poor, he, too, is at the mercy 
of his neighbors like the unclaimed widows. 

The health of old people is very poor, but that is not surprising when 
one knows that the health of the entire population is deficient. Worms are 
common, with resulting anemia. Doctors have reported that 95 per cent of 
the people of the area have venereal disease (brought into the country by 
Arab traders years ago). Tropical ulcers are especially abundant in the 
forest areas where there are still no roads and no clinics. Young and old 
alike have their share of such diseases as elephantiasis, sleeping sickness, 
leprosy, malaria and a host of other tropical diseases. Malnutrition result- 
ing from inadequate supply of food, a diet poor in protein, and internal 
parasites, is prevalent everywhere. 

Among the Atetela people is a much respected group of old men called 
“Ukumu Khundus.” They are the judges-and lawyers and peacemakers of 
the tribe. It was they who called the truce of the old tribal wars. Their 
spears served as the “city of refuge” for unlucky men fleeing from their 
accusers. These men, picturesque in their leopard teeth beads, their beauti- 
fully woven grass loin cloths, animal skin belts and big iron bells are still 
the leaders of their tribes, the ones responsible for enforcing the moral codes. 

It was a custom at one time to drive any old folks who were not wanted, 
into the forest to die. But that is no longer done, and through the teachings 
of the churches and schools, young men are becoming ashamed of the 
demands they make upon their old parents. As these ‘people migrate to 
urban areas, however, young Africans are learning how the white man 
treats the old black folks. There, where the black man works all his life 
for the white man, it is pathetic to find him in his old age generally penni- 
less, and without the security which tribal life would give him. Along with 
the clinics, medicines and hospitals, the white man brings the Atetela people 
the insecurity of his economic system. 

This is just a brief, and therefore very inadequate presentation, of some 
of the problems involved in the acculteration of these primitive people. 
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PULMONARY TUBERCULOSIS 
IN THE ADULT; ITS FUNDA- 
MENTAL ASPECTS. By Max 
Pinner, M.D. Chief, Division of Pul- 
monary Diseases, Montefiore Hospi- 
tal for Chronic Diseases, New York; 
Editor, American Review of Tuber- 
culosis ; Clinical Professor of Medi- 
cine, College of Physicians and 
Surgeons, Columbia University, 
New York. Cloth. Price: $7.50. Pp. 
579, with illustrations. Charles C. 
Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1945. 
In the preface of this book the 

author states that it is not a textbook. 

The student is not told how to diagnose 

the disease or how to treat it. No di- 

rections are given as to how to do this 

or that or the other thing in the prac- 
tical performance of the clinician’s 
duties, since the author feels the phy- 
sician and student can find this in 
textbooks now available. “The primary 
aim of this book is not to impart 
knowledge but to create understanding, 
to form rational and consistent atti- 
tudes and approaches to the problem 
as a whole, to provide the basically 
necessary foundations on which, in my 
opinion, the work should proceed. In 
order to present a consistently plaus- 
ible picture, it is necessary to express 
opinions. For better or worse, the 
opinions are my own. This does not 
mean that the opinions are original. 

They are not. They are a selection 

and composition of the selections and 

opinions pronounced by many different 
workers.” 

In the 19 chapters, beginning with 
the tubercle bacillus, all phases of the 
disease, particularly in its pulmonary 
form, are presented in considerable 
detail. The development of tuberculo- 
sis is described at every step from the 
time the tubercle bacillus first invades 
the tissues. All diagnostic procedures 
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are evaluated, and therapeutic meas- 
ures and the results to be expected 
from them are presented. Chapter 19 is 
devoted to epidemiological principles 
with a fine discussion of the available 
information and the shortcomings of 
the various procedures. Suggestions 
are made which should lead to more 
extensive observation and study. At 
the end of each chapter is a unique 
bibliography with annotations follow- 
ing each reference as time-saving direc- 
tions to the reader. Three purposes 
were in mind in the preparation of the 
bibliographies: “They provide docu- 
mentation for statements made in the 
text ; they inform the reader of opinions 
contrary to those expressed in the 
test ; they are guideposts to more com- 
plete information.” 

This fine volume can be read with 
profit by medical students and physi- 
cians everywhere. Nothing has been 
spared by the publisher in producing 
a book of pleasing and dignified ap- 
pearance. 

J. A. M. 


THE PRINCIPLES AND PRAC- 
TICE OF MEDICINE. Henry A. 
Christian. D. Appleton-Century Co.., 
New York, London. 16th edition; 
1539 pages. $10.00. 

This new edition is appropriate as 
to new materials, new therapeutics, 
and timely revision following the re- 
cent advances in chemotherapy, and 
discoveries in the field of tropical and 
infectious diseases. The balanced and 
conservative attitude of Osler has been 
preserved and applied to the new sub- 
jects. A notable contribution is the 
chapter by James G. Carr on the His- 
tory of Medicine as told in the 16th 
edition of Osler’s Principles and Prac- 
tice. 

This sixteenth edition may well re- 
place its predecessors on the shelves 
of students, general practitioners, and 
specialists. 

j. Cc 
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IT’S AN ALLERGY. By Frank G. 
Crandall, Jr., M.D. 313 pages with 
bibliography and index. 1946. Mur- 
ray & Gee, Inc., Hollywood, Calif. 
Price? $3.50: 

An authoritative book, written for 
the layman and the allergic patient, 
and replete with fascinating case his- 
tories, with special chapters devoted 
to such common allergic manifestations 
as asthma and hay fever, as well as 
the less frequent types of allergic ail- 
ments. A portion of the book is given 
over to a very comprehensive discus- 
sion of the definition, frequency, diag- 
nosis and treatment of allergy. The 
allergic victim should have a clearer 
understanding of his condition, its 
probable cause and the treatment rou- 
tine he will have to follow after read- 
ing the book. 

The advice to allergic patients in- 
corporated in a special chapter should 
be invaluable both to the patient and 
his physician as it presents in simple, 
readable language a set of rules by 
which the allergic patient may regulate 
his living in such a manner as to ob- 
tain the maximum relief. 

J. N. 


GASTRITIS, Rudolf Schindler, M.D., 
Grune & Stratton, New York, 1947. 
470 pages. 96 black and white illus- 
trations ; 12 gastric pictures in color 
reproduction. Price: $8.75. 

Here at last is a definitive, authori- 
tative and detailed study of gastritis by 
the man who, before and beyond all, 
has the greatest comprehension of the 
subject. Rudolf Schindler devised an 
instrument for safely visualizing the 
interior of the stomach, has worked 
with it for 25 years and thoughtfully 
analyzed his observations of the gastric 
mucosa. His classification of gastritis 
has been universally accepted by gas- 
troenterologists, and in this publica- 
tion, Schindler has presented the 
subjects completely. 

Gross and microscopic appearances 


of all forms of gastritis, acute and 
chronic, are described, and causes, 
symptoms, courses, complications, and 
therapy enumerated and explained. As- 
sociation of gastritis with abnormali- 
ties and diseases of systems and organs 
other than the stomach are elucidated. 

Important considerations are empha- 
sized by reports of 55 selected cases. 
Gastroscopic views are illustrated and 
diagnosis of particular conditions are 
confirmed by 100 pages of colored and 
halftone reproductions of gross speci- 
mens and microscopic sections. 

The value of the work is enhanced 
for gastroenterologists by the 16-page 
bibliography which appears to be in- 
clusive for the subject. Excellent docu- 
mentation is supplied by author and 
subject indices. 

7G 


EMIL VILLIGER’S GEHIRN AND 
RUCKEN MARK (Brain and Spin- 
al Cord) revised by Professor 
Eugen Ludwig, Benno Schwabe and 
Company, Basel, 1946. 481 pages. 
326 illustrations. Price: 36 Swiss 
francs. 

This is the 14th edition of this vol- 
ume which now has been enlarged 
and brought up to date by Professor 
Ludwig. It comprises one of the most 
comprehensive works on the anatomy 
of the nervous system. As a matter of 
fact, it is more than a simple anatomy 
book since the author has included 
embryology, some physiology, and has 
even emphasized the clinical applica- 
tion of various anatomic principles. 
The author develops his subject in a 
most useful and practical method. He 
has divided this volume into five sec- 
tions beginning with those elements 
comprising the nervous system and 
then progressing through the embry- 
ology (development), the gross anato- 
my, the microscopic anatomy, and 
finally completing the volume with a 
series of Weigert sections through the 
entire brain stem. 

This book is adequately illustrated 
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although the first sections could be 
improved by the addition of some 
actual photomicrographs of the cellular 
structures. 

A detailed five-page table of contents 
is included. This certainly enables one 
to follow the general scheme of the 
presentation. There is, however, no 
index in this volume. This is one of 
its greatest weaknesses since it pre- 
vents one from quickly locating any 
single subject thus detracting from its 
value as a reference book. A bibliogra- 
phy is also omitted. 

For those who can read German 
well, this volume will undoubtedly be 
a most useful reference in the field of 
the structure and development of the 
nervous system. 

ALB. 


TECHNIQUES AND PROCE- 
DURES OF ANESTHESIA. John 
Adriani, M.D. Director, Depart- 
ment of Anesthesia, Charity Hospi- 
tal of Louisiana; Clinical Assistant 
Professor of Surgery (Anesthesi- 
ology), Louisiana State University. 
Cloth. Pp. 404, with 122 illustra- 
tions. Springfield, Ill. Charles C. 
Thomas, 1947. $6.00. 

This very readable book gives in 
appreciable detail the author’s thoughts 
for producing anesthesia on a sound 
physiological and pharmacological 
basis. Dr. Adriani contributes a back- 
ground of clinical and research experi- 
ence and has sifted from the literature 
that which is worthwhile in the art 
and practice of anesthesiology. 

Like Adriani’s other valuable con- 
tributions to the anesthesia literature, 
this book employs an A-B-C manner of 
presentation. A heading of “Advan- 
tages” is always followed by one of 


“Disadvantages.”’ He has compensated 
for any brevity by presenting the most 
salient points necessary for compre- 
hension and practical management of 
most all anesthesia problems. 

A consistent keynote in the book is 
to always give the reasons for the 





GERIATRICS 


decision. Deletion of most controversial 
considerations presents a definite and 
clear viewpoint to the reader without 
loss of continuity and practical assimi- 
lation. Whenever theory is presented, 
it is with a view to the practical. 

The book is divided into seven parts 
starting with “General Considerations” 
and going on into “Inhalation-Intra- 
venous - Rectal - Regional” techniques 
and closing with parts on “Resuscita- 
tion and Inhalation Therapy.” All 
new, yet generally accepted, addi- 
tions to the anesthesiologist’s arma- 
mentarium are covered. Dosages of 
all agents are conservatively presented. 
The numerous pitfalls associated with 
certain procedures are warned about 
in heavier type and should be a val- 
uable help to all except the most ex- 
perienced anesthesiologist. 

A thorough but not voluminous 
bibliography is handled in a helpful 
manner by placing it at the end of 
each section within the seven parts. 
The index is well done and thorough. 
The text is liberally illustrated with 
drawings and photographs. The only 
criticism, if such a word is warranted 
regarding this fine book, is that the 
drawings are a bit disappointing as 
compared to the photographic-penwork 
seen in books that Brodel, Netter, etc., 
have illustrated. The publishers have 
produced an attractive product using 
a good grade of stock with a desirable 
format. 

As an appendix to his book, Doctor 
Adriani has tabulated in chart form 
consensus opinion as to choosing an 
agent and technique for operations on 
every part of the body. Possible com- 
plicating clinical conditions are cor- 
related. Of great value is the subdi- 
viding of this appendix into choice 
for adults and for children—a point 
often neglected by authors of anes- 
thesia books. 

This book should be a part of the 
library of every physician who has 
occasion to administer any form of 
anesthesia. 





DW. 
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Trigeminal Neuralgia: Its Relief in 
the Aged and Feeble. 

Paut C. Bucy, Surgical Clinics of 
North America, 27, No. 1:129-137 
(Chicago Number), (Feb.), 1947. 
In an endeavor to aid in relieving 

the elderly and enfeebled of the ex- 
cruciating pain of trigeminal neuralgia, 
it has been pointed out that advanced 
age, enfeeblement, the diseases to 
which the aged are subject, such as 
myocardial degeneration, arterial hy- 
pertension, chronic nephritis, diabetes, 
fracture of the hip, or pulmonary dis- 
ease, are seldom barriers to the per- 
manent relief of the pain of trigeminal 
neuralgia by retrogasserian neurotomy. 
The fears of postoperative facial paraly- 
sis and the loss of the eye, though hav- 
ing some slight basis in fact, are so 
slightly justified that they do not war- 
rant the avoidance of surgical relief. 
In the majority of cases the pain in- 
volves only the maxillary and mandibu- 
lar divisions of the nerve. In those 
cases only the lower three fourths of 
the nerve need be divided, thus spar- 
ing the fibers to the ophthalmic division 
and to the eye. With regard to en- 
dangering the eye, it may be stated 
that, should the anesthetic eye become 
inflamed, no dressing or pad should 
ever be applied directly to the eye, as 
it would scrape and denude the anes- 
thetic cornea, should the eye come 
open, which may happen even without 
the patient himself noticing it. 

Injection of alcohol into the gas- 
serian ganglion occasionally leads to a 
trophic disorder of the ganglion in 
question (neurogenetic keratitis). 

In the author’s opinion, a patient is 
never too old for retrogasserian neu- 
rotomy by the temporal approach. All 
patients under author’s care are oper- 
ated on in a semisitting position, under 
intravenous sodium pentothal anes- 
thesia. The operation requires 30 to 60 


minutes ; the patients sit up in bed on 
the backrest immediately after the in- 
tervention. They are out of bed occa- 
sionally on the first, almost always on 
the third postoperative day, and they 
leave the hospital on the fourth to 
sixth day. One patient of a neurosurgi- 
cal colleague has been operated on at 
the age of 89. 

The mortality from retrogasserian 
neurotomy by temporal approach is not 
over 0.5 per cent. The average age 
onset is 51 years. 


Pathology of the Mitral Valve in 
the Older Age Groups. 

Jutius RosENTHAL, M.D., AND IRWIN 
Feicin, M.D., Am. Heart J., 33 :346- 
361, 1947. 

Rheumatic heart disease, although 
preferring the company of youth, is no 
respector of age. After forty, abnor- 
malities of the mitral valve are fairly 
common. Whether the origin of a given 
lesion in a patient past the fourth dec- 
ade of life is rheumatic or arteriosclero- 
tic is difficult to determine. Frequently, 
degenerative lesions are superimposed 
upon inflammatory ones and even when 
this is not the case the possibilities of 
differentiation, even microscopically, 
are limited. 

In elderly patients rheumatic heart 
disease often has a benign course and 
is asymptomatic. If cardiac murmurs 
are absent, the condition seldom is dis- 
covered before death. Nearly half of 
81 lesions in mitral valves observed by 
Julius Rosenthal, M.D., and Irwin 
Feigin, M.D., of Goldwater Memorial 
Hospital, New York City, at 177 con- 
secutive autopsies had a rheumatic 
etiology. 

Extensive and deforming lesions are 
usually rheumatic in origin, especially 
if the valve leaflets are involved. Cellu- 
lar reaction varies in degree and may 
be absent. Slight reaction may be ac- 
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companied by verrucae but rarely with 
Aschoff bodies in the myocardium. 

Calcium does not produce inflamma- 
tion, but calcification of the valve 
proper, accompanied by formation of 
blood vessels, inflammatory cells, or 
both, is a consequence of an inflamma- 
tory process. Calcification limited to 
the mitral ring and not accompanied 
by evidence of preceding inflammation 
may be of degenerative origin. 


Further Observations on the Prog- 
nosis in Angina Pectoris due to 
Coronary Sclerosis; a Study of 405 
Patients who Survived Ten or 
More Years. 

Grorce E. Montcome_ry, Jr., THOMAS 
J. Dry, and Ropertr P. Gace, Min- 
nesota Medicine, 30 No. 2:162-165 
(February), 1947. 

In this report, data concerning 405 
cases were analyzed in which the pa- 
tients survived ten years or longer 
after the diagnosis of coronary scler- 
Osis and angina pectoris. The ratio of 
men to women in this group was 2.6 
to 1. The patients were up to 89 years 
old. 

The study further revealed that car- 
diac enlargement, coronary occlusion 
and congestive heart failure, when asso- 
ciated with angina pectoris definitely in- 
crease the mortality rate. The infrequent 
occurrence of choroidal sclerosis in this 
group indicates, that it is an unfavor- 
able prognostic finding. 

Not a single patient with hyperten- 
sion of the Keith and Wagener classifi- 
cation (Medicine, 18 :317-430, Septem- 
ber, 1939) was represented in the 
long-surviving group. 

The number of cases in which electro- 
cardiographic findings were normal 
in this group was high. In addition, 
when initial and subsequent elec- 
trocardiograms were compared, a ten- 
dency of the electrocardiographic find- 
ings to revert toward normal was noted 
in cases in which they were initially 
abnormal. The negative (inverted) 


T,. pattern apparently indicates un- 
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usually severe damage to the heart, 
because for patients who had this ab- 
normality in their initial electrocardio- 
gram, the mortality rate was extremely 
high, as compared to other patterns 
which are considered to be relics of 
previous myocardial infarction. 

In the final analysis, the most potent 
factor in determining prognostic trends 
probably centers around the success or 
failure of establishment of adequate in- 
tercoronary anastomoses. The normal 
heart possesses collateral channels 
which may, for the most part, remain 
functionless until occlusive changes in 
the main arteries or their branches 
stimulate them to supplement the ar- 
terial supply to the myocardium. Here- 
in might lie congenital or hereditary 
factors which decide the fate of the 
individual patient who has coronary 
arteriosclerosis and its complications. 
Because coronary sclerosis is inevitable 
with aging and at times is accelerated 
by coexistent disease, such as hyper- 
tension, diabetes, obesity or myxedema, 
the future course can well be pictured 
to depend on which process—the oc- 
clusive or the supplemental—exhibits 
the greater potentiality toward pro- 
gression. 

3 tables. 


Sympathectomy for Peripheral Vas- 
cular Sclerosis. 

GeEzA DE Takats, and MatrHew H. 
Evoy, J.A.M.A., 133 No. 7 :441-445 
(February 15), 1947. 

Peripheral vascular sclerosis is the 
overwhelming single cause of deficient 
arterial circulation in the lower extrem- 
ities. Four grades of this disease can be 
recognized, and any therapeutic meas- 
ure must be evaluated on the basis of 
these four groups and their response to- 
ward the method under scrutiny. 

In this study lumbar sympathectomy 
has been employed alone or in combi- 
nation with various types of amputation 
in rigidly selected patients. The pur- 
pose of the authors here is to discuss 
the selection of cases, the surgical ap- 
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proach and the results, together with 
an interpretation of the observations. 

Group 1: Patients with diminished or 
absent pulsations of the foot or lower 
leg; lumbar sympathectomy has been 
performed in 18 such patients, of which 
one man, aged 51, was able to walk an 
unlimited distance after intervention. 

Group 2: The feet of the patients are 
pulseless, the patients exhibit a height- 
ened sympathetic tone. Their ability to 
walk without pain is reduced to two 
blocks. Of 22 patients in this series, 
only one required amputation; in the 
other cases it was averted. 

Group 3: There is pain at rest and 
intractable ischemic neuritis in this 
group. Sympathectomy may precipitate 
gangrene and is of no use in these cases. 
Pain of the causalgic type: was benefit- 
ed. 

Group 4: Patients showing ulcer- 
ation and gangrene of the digits or parts 
of the foot. Supracondylar amputation 
could be performed at a lower level; 
this was the surgical procedure of 
choice in these patients at a level of pos- 
itive histamine flares. 

A group of a total of 57 patients has 
been studied. If, after preliminary block 
of the lumbar sympathetics, the tem- 
perature of the digits rose, walking 
ability improved and generalized vas- 
cular involvement was not extensive, 
lumbar sympathectomy was performed, 
which proved to be a method of great 
value. 

Bibliography of 9 references. 


A Study of Mitral Stenosis in Pa- 
tients who Survived the Age of 
Fifty. 

Lyte A. BAKER and Davin Muscrave, 
Annals of Internal Medicine, 26: 
901-913 (June), 1947. 

Few studies have been made of mi- 
tral stenosis in persons who have 
passed middle life, but a number of 
papers have been published on the 
course of rheumatic heart disease in 
over-all age groups. In this study no 
patient was included who was not 
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known to have survived the age of 50. 
Since mitral stenosis in older patients 
is frequently associated with diseases 
of other valves, careful attention was 
given to this point. Cases in which such 
suggestion existed were eliminated. 
The authors selected 106 cases, all of 
whom, excepting two, were males. A 
definite history of rheumatic fever was 
elicited in 31 cases; a history of chorea 
was noted in one patient. Only definite, 
acute, multiple joint involvements and 
chorea were considered as manifesta- 
tions of rheumatic fever. The duration 
of the disease in certain patients was un- 
usually long, up to 37 years. Rantz et al. 
noted conclusive electrocardiographic 
signs typical of rheumatic fever in pa- 
tients following streptococcal infections 
without evidence of joint involvements. 
They also noted similar changes pre- 
ceding the onset of joint symptoms. If 
it is assumed that a large proportion of 
mitral stenosis cases have sustained 
their cardiac damage through this atyp- 
ical type of infection, it is possible that 
the advanced age to which they live is 
dependent on the characteristics of the 
initial infection. The group under dis- 
cussion represents patients escaping 
significant myocardial injury, but who 
develop later definite evidence of val- 
vular disease and may suffer heart fail- 
ure as the result of the hydro-dynamic 
effects of the valvular lesions. 

The nature of the symptomatology 
did not differ from that noted in mi- 
tral stenosis in general. Shortness of 
breath, palpitation, and fatigue were 
usually the first symptoms noted. Of 
the 106 patients, 44 were known to be 
dead when these data were assembled. 
The average death rate was 52.8 years, 
the oldest patient being 64 years of age. 

Cardiac enlargement was definite in 
the majority of the cases. Other clin- 
ical observations found helpful in sug- 
gesting the diagnosis of mitral stenosis 
in the older patient are : (1) Presence 
of auricular fibrillation; (2) accentu- 
ated sharp first sound at the apex, 
particularly in the presence of heart 
failure; (3) unusual accentuation of 
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the pulmonary second sound ; (4) long 
history of chronic pulmonary symp- 
toms; mitral stenosis should be ex- 
cluded before a diagnosis of chronic 
cor pulmonale is made, particularly if 
auricular fibrillation is present. (5) 
Right axis deviation in the electro- 
cardiogram even though it is slight; 
(6) repeated episodes of congestive 
failures over a long period. (Com- 
plaints referable to liver distention are 
prominent in the presence of mitral 
stenosis). (7) Atypical apical diastolic 
murmurs heard during congestive fail- 
ure. These should be carefully fol- 
lowed. 

The great frequency of symptoms of 
non-tuberculous pulmonary disease is 
striking in such patients. The longer 
the patients with mitral stenosis live, 
the greater will be the incidence of 
chronic pulmonary disease. Hyperten- 
sion is not as common in this group of 
patients as has been reported by cer- 
tain writers. Failure to consider the 
possibility of mitral stenosis is the most 
common cause for error in the diagno- 
sis among older patients. 

Bibliography of 47 references. 


Sympathectomy in Peripheral Vas- 
cular Disease and Hypertension. 
Harotp C. Voris, Surg. Clinics of 

North America (Chicago Number), 

27 No. 1: 139-152 (February) 1947. 

Sympathectomy has gradually become 
established as a procedure of great val- 
ule in various peripheral vascular dis- 
eases and in essential hypertension. In 
peripheral vascular disease its chief 
value is the increase of local blood sup- 
ply to the affected part. Reduction of 
sweating and the increased warmth of 
the affected part are often desirable ad- 
ditional effects. The mechanisms of the 
effect of sympathectomy on hyperten- 
sion in man are not clear. It may act 
to improve renal blood flow, or to com- 
bat factors that are mischievous by al- 
tering renal blood flow. Its principal 
effect may be due to extensive relax- 
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ation of the vascular bed or its effect 
on adrenal circulation. 

Reference is made to Raynaud’s dis- 
ease. Adson uses midline posterior ap- 
proach through the first rib for cer- 
vico-dorsal sympathectomy and an 
anterior transperitoneal approach for 
lumbar sympathectomy. This permits 
bilateral sympathectomy in one stage 
for either, the upper or lower extrem- 
ities. 

White and Smithwick, on the other 
hand, use paravertebral posterior ap- 
proach for denervation of the upper ex- 
tremities resecting the third rib, and a 
posterior retroperitoneal approach for 
lumbar ganglionectomy. Sympathec- 
tomy for both extremities, either upper 
or lower, is done in two stages, one for 
each side. 

Vasospasm associated with miscel- 
laneous conditions, thrombo-angiitis 
obliterans and arteriosclerosis obliter- 
ans are discussed. 

The contention of Grimson and his 
associates, that it is the extent of sym- 
pathectomy which is important, rather 
than the type that is performed, sup- 
ports the view that the principal effect 
of sympathectomy is due to its relax- 
ation of the vascular bed. 

Bibliography of 28 references, 5 ta- 
bles, 1 figure. 


Pathogenesis and Treatment of Es- 
sential Hypertension. 

RANKIN C. Biount, Kentucky Medi- 
cal Journal, 45 No. 2:34-40 (Febru- 
ary) 1947. 

Our present knowledge of essential 
hypertension indicates that the elevated 
blood pressure is due primarily to in- 
creased peripheral resistance in the 
small arteries and arterioles. The scler- 
otic changes in the vessels play no part 
in the elevation of the blood pressure 
in the early cases of essential hyper- 
tension. If, then, pathological and mor- 
phological changes in the small arteries 
and arterioles can be ruled out as the 
cause of the increased peripheral re- 
sistance to blood flow, then it is log- 
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ical to assume that this increased re- 
sistance is due to vasoconstrictor ac- 
tivity. We now recognize two 
mechanisms whereby vasoconstriction 
is produced, namely, the humoral and 
the neurogenic mechanism. The pos- 
sibility of humoral origin has long been 
discussed, and in rare cases hyperten- 
sion has been associated with disturb- 
ances in the endocrine system. Gold- 
blatt in 1932 postulated the existence 
of a humoral mechanism in the kidney 
as a factor in the genesis of hyperten- 
sion, but there is abundant evidence to 
the effect that such a humoral mechan- 
ism does not exist in early cases of 
essential hypertension. The humoral 
theory depends on renal ischemia or 
decreased renal blood flow. Arterio- 
sclerotic changes in the arteries supply- 
ing the medulla have been demonstrat- 
ed in certain cases of hypertension, and 
the theory has been advanced that es- 
sential hypertension may be the result 
of ischemia of the medulla. Gubner sug- 
gests that this may be a contributing 
factor to the genesis of hypertension in 
the older groups, but that in the major- 
ity of cases “no arteriosclerosis in the 
vessels of the medulla in the region of 
the vasomotor center is found.” No dis- 
cussion of the pathogenesis of hyper- 
tension would be complete without the 
mentioning of the possible effect of 
heredity. 

With the recent advancement of our 
knowledge of hypertension newer meth- 
ods of treatment have been introduced. 
Many of the preparations are offered 
with 1% to Y% grain of phenobarbital ; 
it is probable that the sedative effect 
of the latter in allaying nervous ten- 
sion is more important than any vaso- 
dilating effect of the drug itself. Potas- 
sium Thiocyanate has been recently 
revived and is being used widely in 
selected cases. The treatment of hyper- 
tension by sectioning of the splanchnic 
nerves and removal of the dorsal and 
lumbar sympathetic ganglia has been 
recently undertaken in several of the 
larger medical centers. Peet has been 
the leader in this field. Smithwick does 
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supra and infra diaphragmatic ganglio- 
nectomy and splanchnicectomy, and his 
results seem superior to those of other 
operations. Kemper has reported good 
results with the use of a rice-fruit- 
sugar diet, especially in patients with 
renal failure. 


Hypertension and the Surgeon. 

Lee McGrecor, South African M. J., 
21 No. 1:19-21 (January 11), 1947. 
Hypertension is public enemy num- 

ber one. It is dawning on the public, as 
it has already done on the field of medi- 
cine, that it is far more deadly than can- 
cer. After the age of 40, 40 percent of 
persons will die of hypertension, and 
after 45 this malady kills more human 
beings than all other diseases put to- 
gether. 

In the therapy restriction of salt has 
been advocated by Ambard, Volhard, 
and others long since. Recently Groll- 
man has reported improvement in hy- 
pertension consequent on a stricter 
sodium and chloride deprivation. Inter- 
esting observations on the effects of 
adrenal cortex on elevated blood-pres- 
sure are appearing in the press, and 
much experimental work is in progress. 
It is because medicine is largely power- 
less to help the sufferer that surgery 
has been invoked. The nervous factor 
can be affected by operation, the hu- 
moral cannot. If we suppose, as evi- 
dence supports, that a renal factor 
causes the humoral mechanism, then it 
is evident that when hypertension, not 
primarily renal, has affected the kidneys 
so much that the humoral factor is pre- 
ponderant, operation can do so little to 
benefit the patient, that it is not indi- 
cated. In other words, life is not com- 
patible with the exclusion of the humor- 
al mechanism. Also in late cases with 
rigid arteries and high pressures, oper- 
ation is not advisable. Max Peet states 
that any hypertensive patient under 60, 
who is not in congestive failure, with 
a non-protein nitrogen below 45, and 
who has not had any major cerebral 
accident within the previous month, is 
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a reasonable operative risk. This 
pioneer worker in the field under con- 
sideration states, that one in five ma- 
lignant hypertensives can have life pro- 
longed by operation, and that 60 
percent of patients who have had a 
stroke and satisfy other criteria can 
have life prolonged by surgery and sus- 
tain no further stroke. The difficulty is 
to choose those who will not come to 
grief. 

In the assessment of the hyperten- 
sive, much interest attaches to the 
“office” methods of determining labil- 
ity of blood-pressures as investigated 
by deep breathing and carotid sinus 
pressures by Gubner, Silverstone and 
Ungerleider. The use of extradural 
caudal anesthesia, in place of sedation 
tests, is recently advocated. In the oper- 
ation complications of any kind are 
rare. Symptomatic improvement fol- 
lows in over 90 percent of cases. Most 
of the changes caused by hypertension 
are reversible by operation. Thus the 
damage inflicted on the heart, kidney 
and retina may be reversed by surgery. 

Bibliography of 12 references. 


The Circulation and the Surgical 
Physiology of the Sympathetic 
Nervous System in Relation to 
Hypertension. 

Rosert Goetz, South African Medical 
Journal, 21 No. 1:2-10 (January 11) 
1947. 

The magnitude of the problem—both 
medically and _ sociologically—which 
confronts the medical profession in the 
frequency of hypertension has received 
new emphasis from a study by Master, 
Marks and Dack, carried out on 15,000 
people. Defining hypertension as a 
blood-pressure of 150 systolic and 100 
diastolic, or higher, the authors found 
that in the United States about one- 
third of the male population and over 
two-fifths of the female population aged 
40 and over had hypertension. High 
blood-pressure is the commonest cause 
of death in the second half of life. After 
50, one death in four is due to arterial 
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hypertension. Attempts to establish the 
origin of essential hypertension have 
mainly followed three avenues : the cen- 
tral vasomotor system; the hormonal 
principles ; and humoral, vasoconstric- 
tor substances originating in the kid- 
ney or elsewhere. 

Recent treatment has mainly been 
directed toward surgery on the sym- 
pathico-adrenal system in general and 
the sympathetic denervation of the vas- 
cular bed supplied by the splanchnic in 
particular. However, experimental ren- 
al hypertension not only persisted fol- 
lowing total paravertebral sympathec- 
tomy, but it has also shown that the 
vascular bed is under humoral influence 
which does not depend on the integrity 
of the sympathetic pathways. When the 
blood-flow to the kidneys is restricted, 
renin is produced. However, there is 
little evidence of the importance of the 
renin-hypertension system in hyperten- 
sion of man. 

It could be demonstrated that the in- 
jection of a purely sympathicolytic 
drug (dehydroergocornine) will pro- 
duce a considerable reduction in blood- 
pressure in cases of essential hyperten- 
sion. Following transdiaphragmatic 
splanchnic section, this decrease in 
blood-pressure is markedly diminished 
or no more obtained. 

As regards surgical attack on hyper- 
tension, sympathectomy for high blood- 
pressure has to fulfill three prerequi- 
sites, namely: it must be preganglionic 
in type; it has to be anatomically com- 
plete ; and it has to be extensive enough 
to prevent regeneration and re-estab- 
lishment of the pathways in the future. 
Grimson states that the fall in blood- 
pressure is directly proportional to the 
extent of the sympathectomy and in- 
versely proportional to the severity of 
the disease. He, therefore, advocates 
total sympathectomy which also pre- 
vents the neurogenic elevation of the 
blood-pressure produced by increase in 
intracranial pressure. 

1 diagram; 1 table; bibliography of 
92 references. 








Really, it’s surprising—the number of arthritic 
patients who “feel better than they have in 
years,” after treatment with Cutter Arthritis 
Vaccine (Sherwood’s Formula). 


Crowe* records that such comments as ‘‘can 
now kneel’’...‘‘can now go up and down stairs” 
.. ‘can now walk without a stick’’... are fre- 
quent among his patients. And, of course, there’s 
the prize one where ‘‘ten years of continuous 
pain disappeared after the seventh injection.” 


We can’t say, exactly, how this vaccine allevi- 
ates arthritic pain. Or why it slows down the 
progress of the disease. But the fact remains — 
it does! 


*Crowe, H. Warren, Handbook of the Vaccine Treatment 
of Chronic Rheumatic Diseases, Oxford University Press, 
and edition, 1932, covering treatment with similar vaccines 
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strains of : 


Streptococci. . . 30% 
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M. catarrhalis . . 10% 1,000,000 organisms 
B. friedlanderiae . 10% per cc. 

B. influenzae . . 10% 


Cutter Arthritis Vaccine won't help all patients 
and many who are helped may have relapses — 
but it’s a safe way to start, backed by a sound 
theory, and it carries with it none of the hazards 
of gold. Surely, you'll want to see what its results 
will be in your practice. 
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The Present Picture in Chemother- 
apy in Prostatic Carcinoma. 
WituiaM P. Hersst, J. Urol. 57, No. 

2:296-299 (February), 1947. 

The treatment of advanced carci- 
noma of the prostate gland by adminis- 
tration of steroid substances with estro- 
genic properties; by removal of 
testicular tissue; and by irradiation of 
the pituitary gland, the adrenal glands, 
or the testicles and general pelvic area, 
has been under observation.for more 
than five years. The use of estradiol 
dipropionate and diethylstilbestrol in 
the treatment of seven patients with 
carcinoma of the prostate was first re- 
ported in 1941. Although all of these 
patients were in the advanced stages 
of the malignant process, the average 
survival period was 37 months. This 
increased life expectancy was most en- 
couraging, as was the fact that the re- 
lief of pain, to varying degrees, was an 
outstanding incident in this series. 
During the five year observation pe- 
riod, the following plan of treatment has 
been evolved: If obstruction and pain 
are not symptoms, inoperable cases of 
prostatic carcinoma are not treated. If, 
however, these symptoms are present, 
the obstruction is treated by resection, 
either transurethral or retrograde, de- 
pending on the technical factors in- 
volved, and the pain, whether it be lo- 
cal or metastatic, by castration (Chute 
technique). General supportive meas- 
ures consisting of the administration of 
vitamins, when the tongue indicates de- 
ficiency, and the use of hematinics and 








transfusions, when the blood picture is 
unsatisfactory, are also carried out. 
Chemotherapy, instituted for the pur- 
pose of combating the infection which 
is sometimes present, has been found to 
assist materially in the reduction of 
pain in many instances. 

Following castration, if pain is no 
longer controlled, estrogenic substan- 
ces, consisting of stilbestrol, estradiol 
dipropionate and ethinyl estradiol are 
administered in the smallest effective 
dose, and then in increasing amounts, 
as indicated by the patient’s condition. 
Additional control of pain has been ob- 
tained by irradiation of the pituitary 
gland (1,500 r on both sides). Relief of 
pain has also been accomplished by 
spinal injection of ammonium chloride. 
When a petechial syndrome develops, 
this is controlled by administration of 
calcium gluconate by mouth or injec- 
tion. There is a suggested association 
between the administration of estrogen- 
ic steroids and development of cerebral 
hemorrhage. 

In cases of female breast metastases, 
the administration of testosterone has 
produced favorable results. One case of 
osteosarcoma in a female was benefited 
strikingly by large doses of stilbestrol, 
in conjunction with deep x-ray therapy. 

A more comprehensive knowledge of 
liver chemistry is urged, in order to be 
able to attack more easily the chem- 
ical problems which probably hold the 
key to an understanding of malignant 
tissue metabolism control. 

Bibliography of 12 references. 
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N GERIATRICS, SPECIAYMETHODS of prepa- 

ration are often necessdry to insure an ade- © 
quate intake of milk2—that “most satisfactory” 
of foods for old people.! * Which is why geria- 
tricians increasingly specify ‘‘Junket” Brand 
Rennet Powder or Tablets to transform un- 
cooked milk into equally nutritious and even 
more easily digestible rennet-custards. Their. 
delicious flavors and tongue-caressing smooth- | 
ness embody a special appetite appeal, and 
help to solve many geriatric feeding problems. 






“JUNKET” RENNET POWDER is available in six 
popular flavors, already sweetened. “JUNKET” | 
RENNET TABLETS — not sweetened or flavored. 
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Management of Rheumatic Disease 
in the Elderly. 

Trevor H. Howert, MoR.C.P. 
(Edin.). The Medical World, 66, 
No. 21 :651-654 (July 18), 1947. 
There is more unnecessary pain and 

misery from rheumatic disease than 

from any other cause. In England, 
there is very great interest’in the treat- 
ment of chronic arthritis by intra-ar- 
ticular injections of lactic acid. The 
article under consideration describes 
the technique ; and it is one of the first 
to do so. The author states that he does 
not know whether the same problems 
of joint disease exist also in the United 

States, but he feels that this is one of 

the really great advances in geriatric 

medicine. 

With regard to fibrositis, modern 
conception has been somewhat changed 
by results of recent investigations, two 
new ideas having emerged: namely, 
the presence of fatty herniations; and 
reflex muscle spasm, as causes of rheu- 
matic pain. The general lines of thera- 
py are also two in number. The first 
is application of heat followed by deep 
massage; second comes injection of 
myalgic areas with local anesthetic. 
Search for septic foci is less eagerly 
pursued today. The treatment with 
heat should be followed by rubbing in 
deeply thick rubefacient ointment, such 
as Ung. Hydrarg. Co. or Ung. Methyl. 
Sal. When painful, knotted zones are 
present, injections of fairly large 
amounts of fluid may be necessary to 
break up the fibrositic mass. After lo- 
cal skin anesthesia is complete, the 
injection may be continued with sterile 
normal saline solution. Certain cases 
respond well to injections of oily solu- 
tions, such as proctocaine (A. and 
H.). Aspirin, phenacetin and codeine, 
alone or in combinations, are excellent 
as analgesics; while phenazone, being 
soluble, is suitable for mixtures. For 
severe pain at night a combination con- 
taining barbiturates is often helpful. 

Concerning arthritis, it is unusual 
to find active rheumatoid arthritis in 
the aged; after 60, the acute stage has 
passed, and the damage to the joint is 
done. The final result is similar to the 
effects of osteoarthritis, and the treat- 
ment of both diseases may be consid- 
ered together; however frequently 
there is a secondary disease present in 
rheumatoid arthritis which may ham- 
per the response to treatment. Treat- 
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special diets in which the use of an 
enriched, easily prepared cereal of 
high nutritive value is indicated. 











Is there an 
ideal cereal 
for the aged? 


A NEW and increasingly important 
field of interest to physicians is Geriatrics 

the study of diseases, processes and 
special problems of the aged and aging. 
As the study and knowledge of Geriatrics 
expand, particular attention is being 
given to the dietary requirements of the 
aged. Investigations into this specialized 
field now indicate that foods combining 
the advantages of high nutritive value 
and thorough digestibility are increas- 
ingly important in the regimen of many 
older people, including those in normal 
health as well as those suffering from 
certain digestive disorders and degener- 
ative disabilities. 

“Enriched 5 Minute” Cream of Wheat 
offers such advantages in the form of a 
bland, tempting cereal that older people 
find most enjoyable. This cereal contains 
a high and effective source of Iron, and 
contributes generously to the carbohy- 
drate requirements of the body. In addi- 
tion, it supplies whole wheat amounts of 
Vitamin B,, plus useful quantities of Cal- 





cium and Phosphorus and Niacin 
Vitamin. One part “Enriched 5 Minute” 
Cream of Wheat combined with four 
parts whole milk also supplies an appre- 
ciable amount of protein comparable in 
quality to the proteins of meat. 

‘Enriched 5 Minute”’ Cream of Wheat 
cooks to thorough digestibility after only 
5 minutes of boiling. 

The unusual combination of high nu- 
tritive values and low crude fiber content 
(one part in 200) is another factor in 
favor of this cereal as a dietary staple for 
older persons. 


NOTE. For free booklet on use of “Enriched 5 Minute” Cream of Wheat in infant feeding, diets for expectant 
mothers, diets for the aged and bland diets, plus free sample package of the cereal (4-6 servings), write: The 
Cream of Wheat Corporation, 716 Stinson Boulevard, Minneapolis 13, Minnesota. 


“Cream of Wheat" Trademark Reg. U. S. Pat. Off. 
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ment of the latter consists of two dif- 
ferent methods: physiotherapy, and 
intra-articular injection, followed by 
manipulation. The most effective form 
of heat is short-wave diathermy, but 
hot saline baths or kaolin poultices are 
also helpful. Application of melted hard 
wax (paraffin) is also possible in 
home treatment. The injection of pro- 
caine lactic acid is one of the real ad- 
vances in the treatment of chronic 
arthritis. The affected joints may be 
injected once a week under aseptic 
precautions. Up to 20 cc. can be in- 
serted into the cavity of a large joint, 
less into smaller ones. Some minutes 
following the injection, the joint should 
be put through its full range of move- 
ments. As the course of injections pro- 
ceeds, pain is gradually diminished, 
movement becomes freer, and some- 
times crepitus grows less. In the knee 
the best site for injection seems to be 
one half to one inch lateral to the 
lower part of the patella, just above 
the tibia. The wrist may be approached 


of 


dorsally between the tendons of ex- 
tensor pollicis longus and extensor 
indicis. Laterally, a suitable point is 
distal to the tip of the ulnar styloid 
process. Medially, the anatomical snuff 
box can be used. The elbow is best 
entered from the antero-external as- 
pect, above the head of the radius. The 
shoulder may be injected from in front, 
below the clavicle. The hip requires a 
needle six inches long, inserted just 
behind the great trochanter. 

Where muscular spasm is marked, 
the injection of physostigmine gr. 
1/100 and atropine gr. 1/150 often 
causes relaxation. The patient must be 
encouraged to use the affected parts 
as much as possible. 

If an acute attack of gout should 
flare up, the administration of colchi- 
cum 10 minims of the tincture thrice 
a day is customary. A recent variation 
is, to inject colchicine gr. 1/100, fol- 


lowed by gr. 1/200 every three hours 
until relief. Kaolin poultices should ap- 
proximate to the skin temperature 


Results of a National Health Survey indicate a large 


percentage of persons reaching 65 years of age have 


disabling digestive diseases.* In the treatment of such 
disorders, KONSYL is especially indicated because of its 


safe and gentle as well as effective action in establishing 


regular intestinal activity. KONSYL can be prescribed with 


the assurance that it will not irritate the most sensitive gastro- 
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CONTAINING LACTOSE, 
DEXTROSE AND PLANTAGO 
OVATA CONCENTRATE 


Burton, Parsons ¥ Co. 1515 v $t., N. W., WASHINGTON 9, D. 


ntestinal lining. Elderly patients who have had difficulty with 
bowel-movements for several years will find sharp relief 


in the easy, well lubricated evacuations KONSYL treatment 


will afford them. Send for a free professional sample today 


and test the benefits of KONSYL in your own practice. 


*Source—U. S. Public Health Service Survey showed 22.8% 
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ain’, Many recent studies point to the relationship between 


vaginal pH and the nature of the bacterial growth of the vagina. Contrary 
to views held in the past, the normal vaginal pH is between 3.86 and 4.45, 
which suppresses the growth of pathogens and encourages growth of the 
Doederlein bacillus, a normal inhabitant of the healthy vagina. A higher pH 
is conducive to proliferation of pathogens; trichomonads thrive at 5.0 to 
6.0, monilia at 5.5 to 6.8, staphylococci and streptococci at 5.8 to 7.8, 

and gonococci at 6.8 to 8.5. 


Massengill Powder—incorporating boric acid, ammonium alum, berberine 
sulfate, phenol, menthol, thymol, eucalyptol and aromatics — is an effective 
means of restoring the vaginal pH. By producing values of 3.5 to 4.5, it 
discourages growth of many pathogenic microorganisms. It also possesses 
excellent cleansing and deodorizing properties, and is in itself antibacterial. 


Massengill Powder has been found a valuable adjuvant in the management of 
many vaginal and cervical infections due to streptococcus, staphylococcus, 
trichomonas, monilia, and gonococcus invasion. It is also useful in leukorrhea, 
pruritus vulvae, vaginitis, and as 

a routine cleansing douche. 

In 3 oz., 6 oz., 1 Ib., and 5 Ib. jars. 


THE S. E. MASSENGILL COMPANY Massengill 


Bristol, Tenn.-Va. 
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after about half an hour. After an acute 
phase, sodium salicylate gr. 10 thrice 
daily promote the excretion of urates. 
Purine containing should be 
rigidly eschewed. 
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Carcinoma of Prostate Treated with 
Oestrogens. 

J. D. Fercusson, M.D. The Lancet, 
London 2 No. 16 (No. 6425) : 551- 
556 (October 19) 1946. 

Pathology, symptoms, and clinical 
cause of prostatic carcinoma vary 
widely ; this must be borne in mind in 
estimating the value of any form of 
treatment. 

A method of investigating the re- 
sults of estrogen therapy of prostatic 
carcinoma by repeated biopsies is de- 
scribed. The results in nine cases are 
given ; the neoplasm regressed in all of 
them during treatment, as judged both 
by microscopy and tissue acidphos- 
phatase estimation. However, certain 
cases of prostatic carcinoma do not 
respond to estrogens. Evidence is pro- 
duced that these remedies may exert 
a beneficial effect on metastases. These 
substances appear to induce a response 
similar to that obtained by castration. 


GERIATRICS 


In an attempt to discover whether 
the presence of acid-phosphatase in 
metastases in lymph-glands was path- 
ognomonic of prostatic carcinoma, it 
was found that acid phosphatase was 
rarely present in other conditions; it 
was ascertained in one lymph-gland 
secondarily affected by carcinoma of 
the stomach, in another by carcinoma 
of the penis, as well as in some tuber- 
culous lymph-glands. The presence of 
much acid phosphatase in a lymph- 
gland, therefore, strongly suggests, but 
is not a certain proof of, a primary 
growth in the prostate. 

Side-effects of estrogen therapy in- 
clude changes in the male breast, 
shrinkage of testes and diminution -of 
sexual feeling, change of complexion 
and vertigo which may possibly be 
the precursor of a cerebral catas- 
trophe. 

The average survival periods of 23 
patients treated with estrogens were 
longer than those of 27 patients not so 
treated. About half the deaths of pa- 
tients having received estrogens were 
due to delayed, and often sudden, re- 
activation of the neoplasm. 

Two tables, eleven figures. 








COMFORT - The Yardstick by which your 


Cardiac Patient Measures his Progress 


THEOCALCIN (Council Accepted) helps bring comfort to 


cardiac patients by promptly reducing edema, diminishing 


dyspnoea and strengthening heart action. Theocalcin is 


given orally in doses of | to 3 tablets, t. i. d. 


Theocalcin is a well tolerated Diuretic and Myocardial Stimulant. 


Available in 7% grain tablets and in powder form. 





BILHUBER-KNOLL CORP. orance, NEW veERSEY. 


Theocalcin, brand of theobromine-calcium salicylate. 


Trade Mark Reg. U. S. Pat. OFf. 





REPLACEMENT THERAPY 
FOR 
GASTRIC HYPOFUNCTION 


1. Meyer, J.: Geriatrics 2:149, 1947. 


2. Rafsky, H., and Weingarten, M.: Gas- 


troenterology 8:348, 1947. 


Originated by 


FAIRCHILD BROS. & FOSTER 





NEVER BEFORE SO MANY PATIENTS OVER 45!+% 
NEVER BEFORE SO GREAT A NEED FOR 


GASTRIC REPLACEMENT THERAPY! 


Meyer —studying the gastric secretion of the aged, “observed a 
decrease in the volume of secretion, acidity and pepsin.” Rafsky 
and Weingarten’ found that “53.2 per cent of a group of 47 
apparently normal persons over 65 had 19 units or less of free 


‘hydrochloric acid after a test meal...” 


GASTRON 


A physiological mixture of gastric enzymes and 
hormones, plus hydrochloric acid in a palatable, 
alcohol-free, sugar-free medium — contains pepsin, 


rennin, mucin, secretin and the antianemic principle. 


THE USUAL DOSE is 2 to 4 teaspoonfuls with an equal volume of water, at the 
end of each meal. 


SUPPLIED in 6 and 32 fl. oz. bottles. 


< Our population is shifting toward the older group”...soon 
nearly half of the entire population will be over 45 and one- 
seventh over 65.—Klumpp, T.: Geriatrics 2:165, 1947. 


FREDERICK STEARNS & COMPANY DIVISION, - 7éceassors 


DETROIT 31, MICHIGAN 


Trade-Mark Gastron Reg. U.S. Pat. Off. 





aintain the best possible nutritional 
status in the diseased and injured...” 








Gerilac’s 

wealth of 

valuable milk 

proteins... its milk 

carbohydrate, lactose 

... its ample fortification 

with all essential vitamins 

and minerals... its low fat 

content... its palatability and 

easy digestibility —all suggest its 

routine use to assure well:rounded 
nutrition in convalescence, in 

pregnancy and lactation, in pre- and 
postoperative conditions, in restricted diets, 
as well as in pediatric and geriatric cases. 


Cierilac has a pleasant, bland taste as a 
beverage, with and without the addition 

of flavors, and may also be readily 

used in cooking and baking. 

Write for Professional Literature and “Tasty Recipes” booklet. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE, NEW YORK 17, N. Y. 
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So advises the National Research 


Council’s Committee on 
Convalescence and Rehabilitation 
(War Med. 6:1, 1944). 


A Dietary Supplement for Convalescents and the Aged. GERILAC contains 
spray-dried whole milk and skim milk, and is fortified with vitamins 
A and D, B-Complex, C, together with niacinamide, mono-sodium 
phosphate and iron citrate. Available in 1-lb. tins at all pharmacies. 
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